The New England 
Journal of Medicine 


Copyright, 1949, by the Massachusetts Medical Society 


Volume 241 


NOVEMBER 24, 1949 


Number 21 


ERYTHROBLASTOSIS FETALIS 
V. The Value of Blood from Female Donors for Exchange Transfusion* 


Frep H. Auten, Jr., M.D.,¢ Louis K. Diamonp, M.D.,t ann Josern B. Watrovus, Jr., M.D§ 


BOSTON AND NEW YORK CITY 


[* reviewing the data from 208 cases of eryth- 
roblastosis fetalis treated by exchange trans- 
fusion, we were surprised to note that although 
the mortality was over 15 per cent in the whole 
group, there were no deaths in a group of 42 babies 
who happened to receive blood from female donors 
exclusively. This prompted the examination by 
statistical methods of available data in this large 


bank records, and the sex of the donor was thus 
determined for almost all the babies in our series. 
Lately, we have been using blood from females 
only, but up to this time the selection of blood had 
been completely random as far as the specificity 
of sex of the donor was concerned. This report 
includes no cases in which female blood was se- 
lected deliberately, except for the parenthetical 


Taste 1. Relation of Outcome to Sex of Baby and of Blood Donor in 179 Babies with Erythroblastosis Treated by 
Exchange Transfusion.* 


Sex or Sex or Bioop Livinc Patients Deap Patients Surviva 
Basy Donor Rate 
RECOVERY WITH SURVIVAL WITH samauve AGE AT DEATH OF PATIENTS WITHOUT TOTALS 
NO SEQUELAE KERNICTERUS KERNICTERUS 
TERUS 
0-6 6-24 24-72 over 72 % 
ar. hr. ar. hr. 
e 
Male Male and female 7 0 0 1 1 0 0 9 84.0 
known 5 0 0 0 0 0 0 5 
Female = Male and female 8 0 2 0 0 0 0 10 0.0 
2 0 0 0 0 0 0 2 
Totals 167 7 9 6 5 7 4 205 
Average 4.9 


*Including all erythroblastotic babies treated with an exchange transfusion of more than 150 cc. 


series, which showed that this finding has true 
significance. 

It should first be noted that the sex of the blood 
donor was included in our data only as an after- 
thought, our interest being turned in this direction 
by our recent finding' that female babies with 
erythroblastosis fetalis do significantly better than 
male babies, especially with regard to the incidence 
of kernicterus. It was relatively easy to find out 
which donors were female by search of the blood- 

*From the Blood Groupin ng Labove tory of Boston s Medical 
Center, Boston, the Boston Tying ia Howpital ‘and the departments 


of re in pediatrics, Harvard Medical School; associate director, 
he Blood Grouping Laboratory. 
te professor of Harvard Medical School; director, 
the Blood Grouping Laboratory 


house officer = Boston Lying-in Hospital, and 


statement that, since the use of blood from female 
donors only, we have treated 13 babies with ex- 
change transfusion, with no deaths. 

Table 1 shows the results of erythroblastosis fetalis 
in 205 consecutive babies, treated by the method 
of exchange transfusion using the umbilical vein 
as described by Diamond,? in which 150 cc. or 
more of blood was given to the baby. This figure 
(150 cc.) was picked arbitrarily, but it represents 
at least twice the amount that would be given in 
a single transfusion to a newborn baby, and cer- 
tainly one could not consider that a successful ex- 
change transfusion had been done with a smaller 
amount. Only 3 babies in our series were omitted 
from consideration in Table 1, because they re- 
ceived less than 150 cc. of blood. One of these 3 


— 


died. In each case the donor was male. Table 1 
shows little difference in outcome dependent on the 
sex of the baby, and this point is discussed further. 

Table 2, the figures for which are taken from 
Table 1, shows the significance of the apparent 
benefit from use of blood from female donors. 


Taste 2. Relation of Mortality to Sex of Blood Donor.* 


Sex or Donor Ovtcome Suravivar Rate 
SURVIVAL DEATH TOTALS 
ea 42 0 42 100.0 
Totals 152 27 179 
Average. .... 85.0 
= 9,73, 


x* for these data is 9.73. (A statistically significant’ 


value for x* in a table of this sort [2 x 2 table] is 
3.84.) The probability of obtaining a larger value 
than 9.73 for x? (that is, the likelihood of obtaining 
a similarly striking difference in mortality in a 


Taste 3. Relation of Mortality to Sex of Blood Donor.* 


Sex or Donor Outcome Surviva. Rate 
SURVIVAL DEATH TOTALS % 
Female plus male and 
4 61 93.5 
Male plus unknown 117 27 144 81.3 
cs 174 31 205 
Average ............. 84.9 


comparable series of cases), by chance alone, is 
less than 1:100, though somewhat greater than 
1:1000. 

In Table 3 is shown an unsuccessful attempt 
to discredit the value of blood from female donors. 


Tasre 4. Relation a Sex Ad Donor to Sex of Baby, and Outcome 
of Erythroblastosis Fetalis.* 


Sex or Basy Donor Living Dean Torars§ Svavivar Rate 
Basies Basies 
Female baby, female Goose 15 0 15 100.0 
Male baby, male donor . 55 16 71 77.5 
*x? = 2.80. 


Babies who received blood from female donors are 
_ compared with all the others. This is probably un- 
fair, since in cases in which blood from both male and 
female donors was used there was no note on the 
record to indicate which blood was used first and 
then washed out by the other blood. x* (4.94) for 
the data in Table 3 is still statistically significant, 
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since a figure of this value would occur less than 
once in 20 times by chance alone. 

Since, as previously reported,' the sex of the in- 
fant has an important effect on mortality this 
was next analyzed with relation to the sex of the 
donor whose blood was used. In Table 4, the mor- 
tality in male babies receiving blood from male 
donors is seen to be 22.5 per cent as compared to 
no mortality in the female babies receiving blood 
from female donors. With Yates’s correction for 
small series, x? for the data in Table 4 is only 2.80, 
which is not significant. However, when this is 
added to the similar x* for Table 5, a significant 


Tape 5. Further Data on Relation x of Blood Donor to 
Sex of Baby, and Outcome of Eryt veblastovis Fetalis.* 


Sex or Basy ann Donor Livinc Deap Torats  Svwavivar Rate 


Basies Basies % 
100.0 
= 3.63 


x? is obtained — 6.43 for two degrees of freedom. 
Table 5 shows a mortality of 16.5 per cent in fe- 
male babies receiving blood from male donors, as 
compared with no mortality in the 27 male infants 
receiving blood from female donors. x* for Table 
5 is a figure approaching statistical significance, 
which is of particular importance so far as the value 
of blood from female donors is concerned when 


Tasre 6. Chance Distribution of Male and Female Donors 
According to the Sex of the Baby in 179 Cases of Erythroblastosis 


Fetalis.* 
Sex or Bary Mae Femate Torats Peacentrace 
Donors or Femares 
66 15 81 18.5 
137 42 179 


compared with previous data' indicating the rel- 
atively favorable prognosis for female babies. 
Table 6 indicates a chance tendency (not sta- 
tistically significant) to select blood from female 
donors for transfusion of male babies in this series. 
This may account in part for the generally more 
favorable outcome in male infants in our series than 
would have been expected on the basis of our earlier 
reports. Also on the basis of this previous experi- 
ence, we have thus selected, by chance, a group 
of babies with somewhat less favorable prognosis 
in which to use blood from female donors. This 
increases the value of the data in Table 2. 


800 
= 4,94, 
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The remainder of the statistical analysis con- 
siders only the 179 babies included in Table 2, 
cases in which the sex of the donor could not be 
ascertained or in which bloods from both male and 
female donors were used being eliminated. The 
data in Table 7 and 8 demonstrate that no other 
factors, chance or otherwise, can be held respon- 
sible for the benefit of blood from female donors. 
Table 7 and 8 compare the results, based on the 
sex of the blood donor, with the severity of illness, 
the infant’s red-cell count, the mother’s titer, the 
ratio between mother’s titer and baby’s titer, the 
length of gestation, the amount of blood given, 
the baby’s age when the transfusion was started, 
the age of the blood used and, finally, the chrono- 
logic period. 

First, the figures for severity of disease at birth 
(Table 7 and 8) indicate that more than chance 
selection was involved in the giving of blood from 
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sicker babies are considered, the beneficial effect 
of blood from female donors is still striking, x? 
being 4.58 (Table 8). The significant selection of 
blood from male donors for sicker babies does not, 
therefore, discredit the use of the female donor. 

Since the severity of erythroblastosis fetalis is 
not easy to judge in the newborn baby, since in 
our series some babies were considered “sick” be- 
cause of intrauterine anoxia or atelectasis even 
though the red-cell count was high and since in 
some babies with jow red-cell counts the disease 
was considered “‘mild’”’ because of their excellent 
condition otherwise, it was thought desirable to 
analyze for other data involved in the determina- 
tion of “severity of disease.” Eight other tables 
similar to Table 7 were made, and the essential 
information from them is presented in Table 8, 
with the essential data from Table 1 and 7 included 
for comparison. Analysis of the red-cell count at 


Tare 7. Relation of Severity of Disease at Birth to Outcome in 179 Cases of Erythroblastosis Fetalis. 


e Decree or Sex or Livinc Patients 


Disease at Biatu Broop 
Donor 


RECOVERY WITH SURVIVAL WITH PATIENTS AGE AT DEATH OF PATIENTS WITHOUT 
WITH 


NO SEQUELAE KERNICTERUS 


KERNIC- 
TERUS 


20 1 1 

None . Female 9 1 0 

38 2 0 

Mild .. Female 18 0 0 

Moderat 3 3 

© Female 9 1 0 

16 0 3 

Severe Female 3 1 

145 7 7 
Average ....... 


Deap Parients Suavivatr 
Rate 
TOTALS 
KERNICTERUS 
0-6 6-24 24-72 over 72 
hr. hr. hr. Ar. % 
0 0 1 0 23 
0 0 0 0 10 93.9 
1 0 1 0 42 
0 0 0 0 18 96.7 
1 0 0 2 39 
0 0 0 0 10 87.8 
3 4 5 2 33 
0 0 0 0 4 54.0 
§ 4 7 4 179 
85.0 


female donors to a larger percentage of mildly 
affected babies than to the sicker babies, and it 
is believed that there was a greater tendency to 
select bloods with higher packed cell volume (al- 
most invariably from male donors) when the baby 
was very sick. A tabulation of donors by sex in 
the two blood banks from which most of the blood 
was obtained shows that in one bank (Boston 
Lying-in Hospital), where blood from female donors 
constitutes about 28 per cent of the total, such 
blood was chosen in only 22 per cent of the cases, 
and at the other bank (Children’s Medical Center), 
where blood from female donors constitutes about 
24 per cent of the total, it was chosen in only 21 
per cent of the cases. This confirms our recollection 
of having chosen bloods with higher cell volume 
when other factors (amount and freshness) were 
equal. The selection of blood from male donors 
for “sicker” babies has statistical significance, 
x? being 4.76, and it obviously decreases the value 
of the data in Table 2. However, when only the 


or shortly after birth shows again a significant 
(x? of 4.64) tendency to use blood from male donors 
for sicker babies. Again, however, the beneficial 
effect of blood from female donors is most striking 
in the group of babies with low red-cell counts, the 
x? of 3.75 being on the borderline of statistical signifi- 
cance. 

When the mother’s anti-Rh titer is taken into 
account (Table 8) there is again a tendency (not 
statistically significant) to use blood from male 
donors for babies who would be expected to have 
more serious disease (born to mothers with high 
titers).? The ratio of mother’s titer to baby’s titer, 
which has been found to have a closer statistical 
relation to prognosis than the baby’s titer alone,! 
was next considered. The figures show no tendency 
to selection of blood from male donors for babies 
with worse prognosis (Table 8). 

There is known to be a highly significant relation 
between immaturity (gestation of less than thirty- 
eight weeks) of the baby and an unfavorable prog- 


. 


nosis in erythroblastosis fetalis.* Table 8 shows 
a chance tendency (x* of 3.58 not quite significant 
statistically) to use blood from female donors for 
immature babies. This partly balances the statis- 
tically unfortunate tendency to use blood from 
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others with siblings with erythroblastosis or with 
mothers given transfusions of Rh+ blood, 8 died; 
and of 60 with no history of erythroblastosis 
fetalis among siblings or transfusion of Rh+ 
blood in the mother, 12 died. There is thus no 


Tasie 8. Consolidated Statistical Data. 


Curmtcat Datum Swavivat Mate Femate Peacen- Svuavivat Accoapinc to Sex or 
Donors TAGE OF Donor 
Femate 
Donors 
MALE FEMALE a? 
DONOR DONOR 
% % % 
All babies receiving blood from donor or 
donors of one sex (179 cases)t ........ 85.0 137 42 23.4 80.3 100 9.73 
Severity of di None or mild 95.8 65 28 30. 93.9 . 
Moderate or covere 72 i4 680 00 
Baby’s red-cell count ........... 5.55555 Over 3,000,000 95.1 5 32.1 92.8 0. 
by’s 3,000,000 or less 73.3 if 16.9 67.8 100 
de Less than 1:64 | 84.7 66 25 27.5 8 100 4.74 
1:64 or higher 81.9 54 12 18.2 es 100 1.93 
Ratio of mother’s titer to baby’s titer. .. 1-8 87.0 23.8 83.0 2.0 
16 or higher 79.5 $3 0 23.3 73.3 4 4.20 
Length of 38 wk. or longer 89.2 97 23 19.2 86.7 
Less than 38 wk. 75.0 38 18 32.2 63.2 100 
Amount of blood given ................ 400-500 cc. 91.3 70 23 24.7 88.5 . 
All other 78.0 67 19 22:1 71.8 100 $38 
Age when started Over 3 hr. 86.5 56 18 24.3 82.2 100 2.34 
Aes or 84.2 77 24 23.7 79.3 100 4.47 
days 86.1 87 28 24.3 81.7 100 4.54 
Over 9 days 84.7 41 ll 21.1 80.5 100 1.25 
Chronologic period Since 3/11/48 87.5 69 19 21.6 84.1 100 15 
Before ities 82.5 68 23 33 76.5 100 ie 
*g2 was calculated, in each case, from 2 x 2 tables similar to Table 2. 


tTable 1 was source of data. 
Table 7 was source of data. 


male donors in babies with unfavorable signs and 
symptoms at birth. 

Analysis of the amount of blood given, the age 
of the baby when the transfusion was started and 
the chronologic period (Table 8) shows no tendency 
to use blood from male donors more frequently in 
the groups with higher mortality, but in each case 
there was a significant (by x*) benefit from blood 
from female donors in the groups with higher mor- 
tality. No significant differences in mortality de- 
pendent on the age of the bank blood could be 
shown (Table 8). Table 9 shows no significant 
relation between sex of donor and the later need 
for additional small transfusion in babies having 
an exchange transfusion, although the percentage 
is somewhat higher in the group of cases in which 
blood from female donors was used. 

Table 10 gives the most important clinical and 
laboratory data available in babies treated by 
exchange transfusion of blood from female donors. 
In 11 cases there was a previous death from 
erythroblastosis fetalis, and in an additional 9 there 
was an erythroblastotic baby or a transfusion of 
Rh+ blood at some time in the mother’s past 
history. Both these factors have been shown’ to have 
serious implications toward the survival of later 
infants. The comparable figures for babies receiving 
blood from male donors are as follows: of 37 with 
siblings dying of erythroblastosis, 7 died; of 40 


significant difference in the two groups with respect 
to the past history. The table is arranged in order 
of severity as judged by the red-cell count. It 
can be seen that, although there is a distinct tend- 
ency to milder anemia in this group as compared 
with the group receiving blood from male donors, 


Tasie 9. Relation of Sex of Blood Donor to Need for Later 
Transfusions in 152 Babies Receiving Exchange Transfusion 
during the First Day of Life. 


Later Sex or Livine Iwrants 
TRANSFUSION Bioop 
Necessary Donor 
Excnance 
TRANSFUSION 
RECOVERY, WITH SURVIVAL, WITH 
SEQUELAE KERNICTERUS 
a Male 15 1 16 
Female 1 9 
66 86 
Female 28 ; 30 
Unknown ale 5 0 ; 
emale 3 0 
Totals . 145 7 152 


there is included a fair number of babies with marked 
anemia, and a few were desperately sick. Infant 
B41343 was very pale, edematous and limp, with 
grunting respirations and a tense and bulging 
abdomen. The hemoglobin was measured at 7.5 
gm., and the red-cell count at 770,000 at birth. 
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Jaundice became marked in this baby, but he did 
“amazingly well” after transfusion. This has been 
considered as a case of kernicterus because the 
patient is stone deaf, but he seems to be alert and 
has no apparent motor handicap, which makes 
one seriously question the diagnosis of kernicterus. 
Infant R12348 was. pallid, limp and edematous, 
with marked hepat ly. The red-cell 
count was 1,550,000 at birth. These 2 cases can 
be truly classified as hydrops fetalis. Several other 
babies were very sick, with asphyxia or atelectasis. 
Considering the fact that about 50 per cent of our 
patients are referred because of previous trouble 
and that all were selected for exchange transfusion, 
this group of 42 infants probably represents a 
considerably more severe degree of erythroblastosis 
than would be found in a true cross-section of the 
population. Some, with high red-cell counts at 
birth, received exchange transfusion because of 
the finding of circulating antibodies in the baby’s 
blood, and the same statement is true for a similar 
proportion of the group receiving blood from male 
donors. We no longer consider the presence of 
circulating antibodies a criterion for exchange 
transfusion, since we have found this qualitative 
determination to have relatively little value in 
prognosis. Some infants in each group had an ex- 
change transfusion in spite of a relatively high 
red-cell count because of a titer of 1:64 or higher 
in the mother’s serum, determined prior to delivery. 
This is a better criterion. Others received exchange 
transfusion because of the rapid development of 
jaundice, or the presence of unusual hepatosple- 
nomegaly. A very few babies were treated with 
exchange transfusion solely on the basis of an 
unusually unfavorable past history of stillbirths 
or deaths from erythroblastosis. 

In our previous studies the most striking sex 
difference was the marked relative infrequency 
of kernicterus in female babies. This was the ob- 
servation that suggested the possible value of in- 
vestigating the sex of the donor. Because Vaughan 
et al.‘ had been able to demonstrate that kernicterus 
is an acute disease of the neonatal period and there- 
fore theoretically preventable, it was hoped that 
the incidence of kernicterus might have been lower 
when blood from female donors was used for trans- 
fusion. Such a hope, however, was not borne out, 
according to the figures obtained from this analysis. 
Table 11 shows a 7.2 per cent incidence of kernicterus 
in the group of babies receiving blood from female 
donors, as compared with 8 per cent, an almost 
identical figure, in the group receiving blood from 
male donors. This is most disappointing, but is 
probably important evidence in the study of kern- 
icterus. It is still more disappointing to note 
that all 3 babies with kernicterus who received 
blood from female donors survived. This does 
not constitute convincing statistical evidence 
that the survival of babies with kernicterus 
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is greater with the use of blood from female 
donors (the incidence of kernicterus is only 
about 7 per cent), but it is difficult to escape the 
conclusion that the use of such blood may save 
more of these badly damaged babies, whose prompt 
death has in the past so mercifully ended their prob- 
lems in the great majority of cases. 


Errect or SMALL TRANSFUSIONS OF BLoop FROM 
FemMALe Donors 


In an effort to ascertain the quantitative factors 
involved in the use of blood from female donors, 
an analysis was made of 200 infants with erythro- 
blastosis fetalis who did not have an exchange 
transfusion but who did receive small transfusions 
of blood during the first day or first two or three 
days of life. In this preliminary survey, no bene- 
ficial effect of blood from female donors was seen 
for amounts up to 100 cc., so that one can say 
tentatively that a fair quantity of such blood must 
be given if its life-saving property is to be effective. 
This can be safely accomplished in the really sick 
infants only by exchange transfusion. 


Discussion 


It seems obvious that whatever the beneficial 
component of blood from female donors as far as 
erythroblastosis is concerned, it must be shared 
by virtually all young adult females, since other- 
wise one would not expect so striking an effect from 
more or less random bloods. It is true that all the 
donors were adult, and very few were over forty 
years of age (of the 42 donors, 1 was forty-two, 
2 were fifty-three, and 1 was fifty-seven years of 
age). None were pregnant, none had recently 
delivered a baby, and none had ever had a baby 
with erythroblastosis. All were in good health so 
far as known. 

Since it has been advised by some that the blood 
of the mother may be used with benefit for trans- 
fusion of the baby with erythroblastosis fetalis, 
particularly if one removes the antibody-containing 
plasma, it should be noted that in no case in our 
series was this performed. The time in the men- 
strual cycle at which the blood was taken has not 
been ascertained, but is a point of interest that 
deserves investigation, although no information 
of statistical value could be obtained from our 
material, simply because all the babies who re- 
ceived blood from female donors did well. 

The beneficial effect of blood from female donors 
has been shown to result only from the use of rel- 
atively large quantities. This suggests the presence 
of a factor, in rather dilute form in most specimens 
of such blood, that might be concentrated and 
more active in one of the fractionation products 
now available for trial. Obviously, the screening 


of fractions that might be assumed to have no value, 
such as purified albumin, gamma globulin and 
fibrinogen, cannot be done on sick patients. The 


Tasre 10. Clinical and Labor 
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atory Data in 42 Cases of Erythroblastosis Fetalis in Which Exchange Transfusion 
Was Done with Blood from Female Donors (All Babies Lived). 


B42484 
325723 
R23885 


315151 
345077 


B37574 
R20196 


329751 


Recorp 


Date or Birtu 


4/14/47 
6/4/47 
5/31/49 
3/2/47 
10/7 /48 
2/8/47 


5/23/49 
4/16/48 
5/20/49 


4/5149 
9/16/47 


11/18 /46 
11/29 /46 
3/10 /48 
12/23 /47 


5/12/48 
1/14/48 
10/21/48 


3/9/47 


5/1/47 
7/20/48 
12/22/46 


4/23/47 
12/23 /47 


4/10/48 
6/21/47 


12/6/48 
2/11/49 
1/17/47 


Past History or Motner (Known Ru-Necative 


apies Not Inctupep) 


1 normal child; 
d with kernicterus; 

1 miscarriage. 
1 normal child; 
l infant with erythroblastosis fetalis (died); 
1 stillbirth. 
1 miscarriage 
1 miscarriage; 
1 normal child. 
1 normal child; 
1 infant with erythroblastosis fetalis (recovered). 
2 normal children; 
1 stillbirth; 
1 infant with erythroblastosis fetalis (recovered); 
l infant died with kernicterus, 
3 normal children; 
1 infant died with kernicterus, 
1 normal child; 
1 miscarriage. 
2 normal children 

(transfusion) 
2 normal children 
1 normal child; 


l infant erythroblastosis fetalis (recovered). 


1 normal child; 
1 infant died with erythroblastosis fetalis. 
1 normal child; 
miscarriages; 
1 infant died with kernicterus. 
2 normal children 
1 normal child 
1 normal child; 
1 infant with erythroblastosis (recovered). 
1 child (without erythroblastosis fetalis) 
1 normal child 
2 normal children 
1 infant with erythroblastosis fetalis? 
1 normal child; 
1 stillbirth. 
2 normal children; 
1 infant with erythroblastosis fetalis (recovered). 
6 normal children; 
1 miscarriage; 
1 stillbirth. 
2 normal children: 
1 infant with erythroblastosis fetalis (recovered). 
3 normal children 


1 infant died with erythroblastosis fetalis. 
1 normal child; 

2 infants died with kernicterus; 

1 miscarriage. 


1 normal child 
2 normal children; 


1 infant with erythroblastosis fetalis and kernicterus. 


1 normal child 

1 child (without erythroblastosis fetalis) 
1 infant (without erythroblastosis fetalis); 
2 normal children. 

2 normal children. 

1 normal child; 

1 infant died with kernicterus. 

1 normal child; 

1 infant (without erythroblastosis fetalis) 
1 normal child; 

1 infant with fetalis? 

1 normal child 

1 normal child 

1 normal child 


Moruer's 


ITER 


1:128 


AAD A 


Pertop or 
GesTATION 


37 


36 
38 


40 
40 


40 
36 


Sex or 
Basy 


£ EERE“ EEE “EERE EE CF 


Bary's 
Trver 


*This is considered to be a case of kernicterus, although the absence of motor handicap throws considerable doubt on this diagnosis. 
tAfter 50-cc. transfusion. 
tHyperimmune, anti-A agglutinin. 


$The Coombs test has regularly been negative in our hands when anti-A or anti-B is involved. 


24, 1919 
wk, 
B41343 a 36 M 1:4 
R12348 1:64 38 1:4 
345832 1:64 43 0 
317760 1:32 37 1:2 
B41150 1:32 37 1:2 
B36909 1:16 37 1:4 
345200 1:2 37 0 
329770 1:16 38 1:16 
345802 1:64 40 1:4 
B26233 1:64 35 rT) 
N99644 1:32 37 1-2 
B42537 1:16 37 1:2 
312348 1:32 38 _ 
315105 " 36 1:8 
347485 1 38 1:64 
R21260 38 1:4 
R20246 1:1 37 1:2 
330685 1:1 38 1:4 
329357 1:1 41 0 
330748 1:1 37 1:1 
327640 1:18 37 1:4 
338024 1:16 38 0 
phh | 1:16 37 0 
319325 5 (29/47 1:32 40 1:16 
316260 4/14/47 1:64 40 1:1 
R18504 4/14/48 1 normal child 1:128 38 1:32 
329146 2 (24/48 2 normal children 1:32 40 1:16 
10 /26 /48 1 normal child 1:16 37 I: 
12/2/47 1:16 41 1:8 
5/31/49 1:4 38 1:4 
2/12/47 1:16 38 1:2 
5/6/49 1:64 38 1:2 
combs 1:16 37 1:4 
R 16622 1:64 39 1:1 
N94194 1:64 | | 1:4 
° 1:64 
1:32 a 1:4 
R20829 1:64 1:32 
N94737 a 1:8 
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Recorp 
No. 


B42484 
325723 
R23885 


315151 
345077 


tomhs 
R16622 
N94194 
B37574 
R20196 


329751 


N94737 


++++4+ ++ 
++t++ ++ 


bo 
+ 


Cooma’s Test Rep-Ceir 


sz 


= 28s 


sss & 


EPATO- 
SPLENOMEGALY 


o++ + 47+ 


Jaunpice 


++4+44 
+4+4+44 
++4+4+4 


Excuance 
TRANSFUSION 


975 910 
700 610 
295 
50535 
420 405 
445 425 
465 500 
490 475 
475 485 
400 410 
500 
410 340 
500 
455 430 
360 380 
315 305 
400 365 
400 445 
530 505 
550 515 
175 113 
450 430 
400 375 
490 450 
500 450 
290 270 
330 265 
430 420 
565 535 
460 420 
410 400 
495 510 
425 405 
455 395 
465 415 
655 615 
425 375 
510 470 
500 445 
150 100 
440 390 
290 265 


Remarks 


Infant lid, limp, edemat at birth; is 


Infant pallid, limp and edematous at birth 


Atelectasis 
Slight edema at birth; kernicterus. 


Knot in cord; slight meconium staining of 


vernix. 
-— delivered by cesarean section (because 


acenta previa) 
Spontaneous pneumothorax 
Infant very pale at birth 
“Sick baby” 


Slight edema at birth 
Marked atelectasis 


Infant limp and pale, with severe asphyxia 


Technical failure of enchenge transfusion 


Late anemia 


Slight edema; yellow vernix. 
Slight edema 


Kernicterus 
No clinical signs of erythroblastosis fetalis 
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AT OR 
Snortiy 
AFTer 
Biatn IN out 
ee. ee. 
R12348 
345832 ++++ 1.94 +++ ++++ an 
317760 2.00 ++ ++++ 
B36909 2.10 ++++ ++++ 
345200 ++++ 2.28 +++ +++ 
329770 ++++ 2.45 ++ ++ 
345802 ++++ 2.48 +++ +++ 
B26233 +++ 2.78 +++ +++4+ 
N99644 2.86 _ = 
B42537 2.901 +++ +++ 
312348 2.90 ++++ ++++4+ 
347485 + +++ 
R21260 + +++ - 
R20246 + 
++ 
329357 ++ +++ — 
330748 ++ ++++ 
338024 + +++ on 
phh ~ +++ 
319325 3.73 oe +++ = 
316260 3.75 +++ 
R18504 3.75 ++ on 
329146 3.80 ++++ 
++++ 4.04 +++ - 
+++t+ 4.17 0 
= 
++++ +++ 
++++ ++ 
+++ 
++++ 
++++ +++ = 
++++ t++++ 
R20829 = 
R16330 ++++ +++ 
0 


more promising fractions are to be investigated 
as rapidly as possible. Meanwhile, it appears cer- 
tain that exchange transfusion using blood from 
a female donor is the treatment of choice for babies 
with erythroblastosis fetalis. In the past two months 
we have deliberately given this type of blood by 
exchange transfusion to 13 babies with erythro- 
blastosis fetalis. All have recovered. 

Whereas all babies given blood from female 
donors only survived, it is equally true that all 
the deaths occurred in babies who received blood 


Tasre 11. Relation of Sex of Blood Donor to Incidence of 


Kernicterus. 


exor Recoveries Inrants TorTats Incipence or 
. 


Pius Deatas Keanicrerus Keanicterus 
(Livinec Pivs 
Keanicterus Deap) 
Female 39 3 42 7.15 
126 11 137 8.04 


from male donors. The possibility that a harmful 
factor is present in some bloods from male donors 
should not be overlooked, but the evidence appears 
to favor the idea that the important factor is a 
protective substance in blood from female donors 
or the absence of such a substance in most bloods 
from male donors. 

Finally, it appears impossible to save ail live- 
born erythroblastotic babies by any method of 
treatment, since some are practically dead at de- 
livery. It is possible that further statistical data 
will not substantiate the analysis here presented, 
though that seems highly unlikely from the evidence. 
At any rate, the beneficial effect of exchange trans- 
fusions using blood from female donors can be 
quickly ascertained from a brief study of current 
and past records in a number of clinics. It is hoped 
that such studies will be done. Obviously, the 
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potential value of a beneficial component of blood 
from female donors may not be limited to babies 
with erythroblastosis fetalis, and our preliminary 
study of other groups of babies requiring and re- 
ceiving transfusion is promising. 


SUMMARY 


A study of 205 babies with erythroblastosis fetalis 
indicates beyond reasonable statistical doubt that 
exchange transfusion of blood from female donors 
results in a lower mortality than that from male 
donors. Of 137 babies receiving blood from male 
donors only, 27 died, a mortality of 19.7 per cent. 
Of 42 babies receiving blood from female donors 
only, none died. 

The beneficial effect of a large amount of blood 
from female donors in babies with erythroblastosis 
fetalis is statistically very striking. In addition 
to the series of 179 cases in which no attention was 
paid at the time to the sex of the donor, 13 addi- 
tional babies with erythroblastosis fetalis were 
deliberately treated with exchange transfusion 
using blood from female donors, with no deaths. 

The quantitative aspect is briefly discussed. The 
beneficial component of such blood is not known, 
but isolated plasma fractions are being investigated. 
It appears that, for the present, exchange trans- 
fusion, using blood from a female donor, is the 
treatment of choice in babies with erythroblastosis 
fetalis. 

We are indebted to Miss Jane Worcester, of the Depart- 


ment of Biostatistics, Harvard School of Public Health, for 
her helpful advice in the statistical analysis. 
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TENDON GRAFTS — FLYNN 


FLEXOR TENDON GRAFTS IN THE HAND* 


J. Epwarp Fiynn, M.D.t 


BOSTON 


N CIVILIAN life, acute suppurative tenosyno- 

vitis and trauma to the joint phalanges are the 
most common causes of loss of flexor function in 
the hand. Loss of flexor function means loss of the 
“hook and pinch” mechanism, inability to grasp 
and hold objects and weakness of grasp. Improper 
treatment of the complications of acute suppura- 
tive tenosynovitis and trauma to flexor tendons 
in the hands have too often resulted in amputation 
of the fingers. In selected cases the grafting of 
tendons may restore function to the involved parts 
if there is normal joint function, good circulation 
and normal sensation. The following report de- 
scribes methods that have been found useful in 
preventing the severe disability that may result 
from acute suppurative tenosynovitis and traumas 
that involve the flexor function in the hand. 

For this study 100 cases of acute suppurative 
tenosynovitis, treated at the Boston City Hospital,! 
were compared with 50 cases treated since the 
advent of antibiotics. This comparison showed 


that acute suppurative tenosynovitis occurred | 


about 60 per cent as frequently since the use of 
antibiotics as it did previous to antibiotics. The 
complications of acute suppurative tenosynovitis 
have also decreased in incidence but are still nu- 
merous and severe. The relative incidence of some 
complications is presented in Table 1. 

Fingers with these complications may be salvaged 
if there is normal joint function, good circulation 
and normal sensation. 

Trauma is the most common cause for flexion 
contractures of the hand. The trauma may be 
operative or nonoperative. Some of the common 
traumatic causes for loss of flexor function of the 
hand are enumerated. 

Infection following severance of a flexor tendon 
within a sheath causes proliferation and adherence 
of tendon ends to nearby structures. Infection 
in tendons outside sheaths causes a greater amount 
of cicatricial attachment. 

When the ends of a sutured tendon are dispro- 
portionate, with one end of small diameter and 
another of large diameter, the free or unsatisfied 
end of the tendon will proliferate and become at- 
tached to surrounding structures. Sutured ends 
of the tendon may retract, and the gap becomes 
filled with scar tissue. Sublimis and profundus 
tendons, which are sutured in the same plane, will 
adhere to each other, cause flexion contracture 


*From the Department of Surgery, Tufts College Medical School. 
Assistant professor of surgery, Tufts College Medical School; assistant 
visiting ~~ Boston City Hospital; assistant visiting surgeon ° 
Elizabeth's Hospital; attending surgeon, Veterans Administration Hos- 
pital, West Roxbury. 


and limited motion. A sutured tendon may be- 
come adherent to overlying, underlying or sur- 
rounding scar, with resultant flexion deformity. 


GeneERAL PrinciPLes ror TENDON GRAFTING 


All scar tissue must be excised. After excision 
of excessive scar a large defect is covered with a 
pedicle graft. The use of paratenon or a thin sheet 
of areolar tissue helps gliding of tendons. 

A tendon transplanted with paratenon glides 
better than one grafted without this thin areolar 
tissue. Paratenon is abundant about the palmaris 
longus tendon. One should always test the presence 
of the palmaris longus tendon before operation. 
This tendon is absent in about 20 per cent of pa- 


Tasie 1. Incidence of Complications of Acute Tenosynovitis. 
CompPLicaTion IncIDENCE INCIDENCE 
Berore Since 
Antisiotics Awnrtipiotics 
% % 
Tendon slough .. 41 6 
Osteomyelitis ........... . 31 12 
Adhesions about tendon... .. 10 5 


tients. The palmaris longus tendon is readily seen 
and felt with tension as in cupping the hand. 

A tendon grafted proximally in the palm func- 
tions better than one grafted proximally in a finger, 
which is encased in a relatively tight cylinder that 
will not accommodate the edema at the sutured 
site of the tendon. There may be necrosis at the 
sutured site, and the suture line may become ad- 
herent to the surrounding structures if the grafted 
site is in the finger. 

Before operation it must be determined that 
passive motion in all joints of the involved finger 
is normal and that circulation in the finger is ade- 
quate. Sensation in the involved part is of primary 
consideration. A patient has little tendency to 
use an insensitive finger that has received a tendon 
graft. He prefers to substitute a finger with normal 
sensation. 

The two annular ligaments in a finger should 
be preserved to prevent flexion bowing. The grafted 
tendon is threaded beneath these pulleys. After 
acute suppurative tenosynovitis, the annular liga- 
ments are often imbedded in scar tissue and may 
have to be excised. In such a case a pulley can be 
reconstructed after tendon grafting if necessary. 

Secondary repair of tendons may be performed 
within two months of the accident. After two 
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months the severed tendon ends usually cannot 
be approximated, because the muscle has become 
contracted and fixed. When a tendon is lacerated, 
each end is usually traumatized for about 1 cm., 
so that some length of tendon must be sacrificed. 
Degeneration of disuse occurs in a tendon that has 
been nonfunctioning for several months and renders 
it unfit for repair. This reaction is found especially 
in the distal part of the tendon but not in the prox- 
imal part, which has become reattached and has 
been under intermittent tension.” 

If there has been severance of the flexor profundus 
tendon distal to the proximal interphalangeal joint 
but with normal sublimis function, tendon grafting 
is probably not indicated. It is better to perform 
an arthrodesis of the distal joint in 30° flexion. How- 
ever, in a patient whose occupation is highly special- 
ized, a graft can be inserted within the finger itself. 

An intact flexor sublimis of the ring finger can 
be cut from its distal attachment, withdrawn 
through a palmar incision and transferred to the 
little finger to replace a profundus tendon. The 
ring-finger sublimis can also be used to replace a 
flexor pollicis longus tendon in the thumb when 
tendon grafting is contraindicated or when the 
- muscle of the flexor pollicis longus has been damaged. 

Thatcher,? Mayer and Ranshof® have recon- 
structed tendon sheaths by using various material 
through the fingers to produce a gliding surface. 
However, paratenon and a moving tendon usually 
restore a good gliding mechanism. 

The little finger is used very little in ordinary 
functions of the hand, and this finger is the most 
difficult in which to restore good function with a 
flexor tendon graft. Tendon grafting in the little 
finger should be attempted only in a patient whose 
occupation requires skilled use of this finger, such 
as a pianist or a typist. 


OPERATIVE PRINCIPLES 


After excision of scar tissue in the palm and 
finger, the flexor sublimis tendon is excised about 
4 cm. proximal to the excised proximal portion of 
the profundus tendon. The proximal stump of the 
sublimis may be sutured to the profundus tendon 
to give added power. 

Tendons of small caliber are used for tendon graft- 
ing because they are readily vascularized without 
necrosis, are not constricted by the annular liga- 
ments and will hypertrophy, if necessary. Free 
grafts swell at the sutured site during the early 
postoperative period, and pressure necrosis or 
adhesions of graft may occur if there is not ample 
space.” If the graft lies on exposed bone, paratenon 
should be interposed for gliding. 

The palmaris longus is the most satisfactory 
tendon for grafting. This tendon may be obtained 
by two small transverse incisions in the forearm. 
However, it is more satisfactory to make a longi- 
tudinal incision in the forearm and excise the pal- 
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maris longus with a generous amount of paratenon 
to provide good mobilization. 

The flexor sublimis tendon may be employed 
as a graft when both the sublimis and profundus 
tendons have been lacerated. The long extensor 
tendons of the second, third, fourth and fifth toes 
may be used, but they have a tendency to fray. 
The peroneus longus and plantaris tendons have 
occasionally been used. 

Before a free graft is sutured to the flexor pro- 
fundus tendon, the amplitude of excursion of the 
tendon should be determined by traction. It is 
futile to perform tendon grafting and expect a 
satisfactory range of flexion with a severely con- 
tracted flexor muscle.*® 

The tendon graft must be of proper length to 
ensure proper muscle balance and useful function. 
A graft is of proper length when it holds the finger 
in a neutral position, with flexor tension the same 
as in a normal finger.’ 

The tendon graft is sutured proximally to the 
profundus tendon, untreated No. 3 silk with Bunnell 
technic being used. Usually, a portion of the 
paratenon that is adherent to the grafted palmaris 
longus tendon is carried over the sutured site. If 
the graft is sutured at the level of the lumbrical 
muscle in the palm, the sutured site may be covered 
with lumbrical muscle. The proximal suture site 
should never lie between the distal transverse 
palmar crease and the proximal interphalangeal 
crease. 

The tendons in the affected finger are then exposed 
by a middle, lateral, longitudinal incision. The 
distal ends of the sublimis tendon are excised about 
2 cm. proximal to their insertions. When the sub- 
limis tendon is excised too near its distal attach- 
ments, the proximal interphalangeal joint may 
hyperextend. This can be prevented by suturing 
of the distal stump of the sublimis tendon into 
the proximal phalanx, with this joint flexed at 
10°.* 


The profundus tendon is excised 1 cm. proximal 
to its attachment in the distal phalanx. A small 
flap of bone is then raised with a chisel from the 
volar aspect and base of the distal phalanx. Two 
small drill holes are made in the bone defect. The 
drill holes emerge in the skin over the dorsum of 
the distal phalanx. 

Catgut is never used for primary or secondary 
suture of tendons because of the danger of ad- 
hesions. However, adhesions are desirable when 
a tendon is grafted to the distal phalanx. For this 
reason, after the tendon graft has been threaded 
beneath the annular ligaments, a No. 0 plain catgut 
is sutured to the end of the grafted tendon. The 
two strands of catgut then emerge from the core 
of the tendon. The strands of catgut are then 
threaded through the drill holes in ‘the distal pha- 
lanx and tied over a button on the dorsum of the 
distal phalanx. The end of the grafted tendon now 
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fits snugly into the artificial groove in the bone. To 
reinforce the distal attachment of the grafted tendon, 
a mattress suture of No. 3 untreated silk is used 
to attach the distal end of the grafted tendon to 
the remnant of old profundus tendon. Using this 
procedure I have had no case in which the distal 
end of the grafted tendon has become detached. 


PosTOPERATIVE TREATMENT 

The postoperative treatment is the most impor- 
tant phase in tendon grafting. The hand and wrist 
are immobilized in a plaster cast for three weeks. 
The cast is then removed, and the button and 
remains of old catgut suture are simply wiped off 
the dorsum of the distal phalanx. When the cast 
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Motions of the metacarpophalangeal joint were normal. 
There was an operative scar over the lateral aspect of the 
finger. Sensation, circulation and passive flexion of all joints 
were normal. 

At operation a longitudinal incision was made over the 
lateral aspect of the right middle finger. A transverse in- 
cision was made in the palm proximal to the distal transverse 
crease. Dense adhesions were found matting together all 
structures within the tendon sheath. The scarred tissue, 
which included sublimis and profundus tendons as far proxi- 
mally as the distal third of the palm, both annular ligaments 
and most of the tendon sheath, was excised. e palmaris 
longus tendon was used for grafting in the manner described. 

en weeks later, there was normal active flexion in all 
joints of the right middle finger (Fig. 1B) and normal exten- 
sion in the two proximal joints, but a lack of the final 15° 
of extension in the distal interphalangeal joint (Fig. 1C), 
With flexion, some bowing of the grafted tendon was 
evident. However, with flexion there was good strength, 
and the tip of the middle finger touched the palm of the hand, 


Ficure |. Flexion Deformity of the Right Middle Finger Due to Adhesions from a Previous Acute Suppurative 
Tenosynovitis (Case 1). 
A shows deformity before operation, B normal flexion of right middle finger with tendon graft, and C slight bowing of grafted 
tendons caused by excision of the annular ligaments. 


is removed active motions are instituted, but care 
is taken not to hyperextend the fingers. After 
four weeks, moderately active, resistive exercises 
are begun, and in six weeks, flexion against resist- 
ance is encouraged. Each joint is considered in- 
dividually in the forceful active flexion. Forceful 
but careful extension is performed after six weeks 
to prevent fixed flexion contractures. Occupational 
therapy is very helpful in restoring flexor function. 


Case Reports 


Case 1. A 24-year-old man had cut the volar aspect of 
the right middle finger with a piece of gon 1 year before 
entry. Acute suppurative tenosynovitis developed. Incision 
was performed, and the wound was drained for 3 weeks. For 
the past 9 months the patient had had a flexion deformity 
of the right middle finger. 

ysical examination disclosed a flexion deformity of the 
right middle finger, of 90° at the proximal interphalangeal 
joint and 45° at the distal interphalangeal joint (Fig. 14). 


In this case it may be that the reaction in the soft tissues 
caused by the previous infection, compensated in some 
degree for the loss of annular ligaments, since no pulley op- 
eration was performed. 


Case 2. A 26-year-old man had received a laceration of 
the palm of his left hand on broken glass 4 years previously. 
At the first operation the skin alone was sutured. One week 
later, when the patient was unable to flex his left index finger, 
the sublimis and profundus tendons were sutured in the palm. 
The left index finger was immobilized in extreme flexion for 
3 weeks. Two weeks later a tendon-lengthening operation 
was unsuccessfully attempted in the wrist for correction of 
the flexion deformity, which persisted until the patient was 
admitted to the Veterans Administration Hospital in West 
Roxbury. 

Physical examination revealed a scar extending from the 
volar aspect and proximal crease of the left index finger about 

.5 cm. proximally into the palm. This scar was adherent 
to the underlying flexor tendons. There was a flexion con- 
tracture of about 80° at each interphalangeal joint (Fig. 24). 
Passive motions, circulation pen § sensation were normal. 

At operation the scar was excised from the palm of the 
left hand, Adherent sublimis and profundus tendons and 


| 
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the proximal annular ligament were excised in the palm. 
A pedicle graft was sutured to the defect in the palm of the 
left hand. Later, the sublimis texdon to the index finger was 
removed in the forearm and used for grafting because the 
palmaris longus tendon was absent. 

After operation, flexion of the finger was greatly limited. 
€ an- 


Bowing of the grafted tendon was due to the loss of th 
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to the underlying flexor tendons of the middle and ring fingers. 
The left middle finger had the following ranges of motion: 
flexion of the metacarpophalangeal joint was sible 40° 
actively and 90° yp Each interphalangeal joint could 
be flexed about 5° actively and 90° passively. In the left 
ring finger flexion at the proximal joint was sible 40° 
actively and 90° passively. The middle and distal joints 


A shows contracture of left little nod flexion of index finger, and C results 


nular ligaments (Fig 2B). The bowing was corrected by 
construction of a proximal annular ligament with an extensor 
tendon from the lower extremity. On flexion, the tip of the 
index finger now reaches the palm of the hand (Fig. 2C). 


Case 3. A 30-year-old dairyman fell on an icy sidewalk 
and cut the palm of his left hand on a broken milk bottle. 
The sublimis and profundus tendons to the left middle and 


Figure 3. Loss of Flexion of Middle and Ring Fingers Fol- 
lowing Trauma and Sepsis before Operation (Case 3). 


ring fingers were sutured within 2 hours of the accident. The 
palmar wound became septic and drained pus for 4 weeks. 

entry, 5 months after the accident, there were three 
scars on the palm of the left hand. The scars were adherent 


could be flexed 5° actively and 90° 
index and little fin passively aided flexion of the middle 
and ring fingers (Fig. 3 

e extensive scarring in the palm, including the pro- 
fundus and sublimis tendons to the left middle and ring 


assively. Pressure from 


Ficure 4. Posto 


rative Result in Case 3, Showin 
of Flexion in Middle and Ring Fingers after Tendon 


Range 
rafting. 


fingers, was excised. A pedicle graft from the abdomen was 
used to cover the defect. Later, the sublimis tendon to the 
left middle finger was excised in the forearm and used as a 
raft for the flexor tendon to the middle finger. The palmaris 
ngus tendon was grafted to the ring finger. 
_Ten weeks postoperatively, the patient had grasp and 
~, mechanism in his left middle and ring fingers, and 
ad resumed his regular work (Fig. 4). 


810 
A B C 
| 
| 
¥ 
4 
hin 


Vol. 241 No. 21 


Case 4. A 21-year-old N received a laceration of 
the palm of his right hand when a jack handle broke. Three 
hours later the sublimis and profundus tendons to the right 
index finger were sutured in the palm. Eight weeks later, 


Ficure 5. Loss of Flexion of the Right Index Finger Due to 
Separation at the Sutured Sites of the Tendons and Retraction 
of the Tendons, without Gross Infection (Case 4). 


nee examination showed a 6-cm. scar over the radial 
ngitudinal crease of the palm (Fig. 5). In the right index 
finger, motions of the proximal joint were normal. Flexion 
at each interphalangeal joint, however, was entirely absent 
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the tendons and in the surrounding paratenon (Fig. 64). 
All scar tissue, including the matted sublimis and profundus 
tendons, was excised. A pedicle graft was cut from the 
abdomen. A split-thickness graft was cut from the thigh 


Ficure 7. Normal Range of hy wn? oa Weeks after Opera- 


tion, in Case 


and sutured to the donor site on the abdominal wall. The 
free edge of the pedicle graft was then sutured to the defect 
on the palm of the right hand. Three weeks later the pedicle 
graft was detached from the abdomen and sutured to the 
palm of the hand. The defect on the abdomen was closed by 
suture of the skin edge to the split-thickness graft. The pedicle 


Ficure 6. Operation in Case 4. 


A shows scarring between retracted tendons, B end of profundus and distal attachment of profundus tendon after excision 
(proximal annular ligament is preserved), and C suture of grafted tendon (scar in edge of graft may limit gliding of tendon). 


actively but was possible 90° passively. Circulation and 
sensation of the right index finger were normal. 

At operation the sublimis and profundus tendons were 
found separated at the previously sutured sites and retracted 
for about 1 cm. There was great scarring in the gap between 


graft took well, and 3 weeks later an incision was made lateral 
to the pedicle graft. Through this the proximal end of the 
cut profundus tendon was exposed. A Dasteediog! incision 
was made over the middle of the lateral aspect of the right 
index finger from the base of the distal phalanx to the base 
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of the proximal phalanx. The sublimis and profundus tendons 
were excised from the index finger, 1 cm. of profundus tendon 
being left at its attachment to the distal phalanx (Fig. 68). 
A longitudinal incision was then made in the forearm. The 
palmaris longus tendon was excised with a generous portion 
of paratenon on each side. The palmaris longus tendon was 
sutured to the proximal end of the profundus tendon with 
No. 3 silk and Bunnell silk technic. e grafted tendon was 
then threaded beneath the carefully preserved proximal 
annular ligament into the finger. A small flap of bone was 
chiseled from the base of the distal phalanx. Two holes were 
drilled through the defect in the bone. A No. 0 se catgut 
suture was placed in the end of the tendon graft. The two 
strands of catgut were threaded through the two drill holes 
in the base of the distal phalanx. With traction on the sutures 
the distal end of the grafted tendon fitted snugly into the 
bone flap. The catgut sutures were then tied over a button 
on the dorsum of the distal phalanx. One silk mattress 
suture was placed, for reinforcement, in the remnant of the 
old profundus tendon and the end of the grafted tendon. It 
appeared that scar on one side of the icle graft might 
limit excursion of the grafted tendon (Fig. 6C). erefore, 
a block of paratenon was excised from the lower third of the 
lateral aspect of the thigh. A No. 000 plain catgut suture 
was placed in each corner of the paratenon block. ¢ para- 
tenon was placed beneath the pedicle graft, the catgut sutures 
were carried through the palmar skin, and the lateral strands 
of the plain catgut sutures were tied in the palm. The wound 
was sutured with silk. The hand was immobilized in a 
plaster cast for 3 weeks. Silk sutures were removed in 1 
week. After 3 weeks, the plain catgut sutures were wiped 
off the palm. Three weeks after operation the wounds were 
healed, and active motions were begun. Ten weeks postop- 
eratively, there was essentially normal flexion in the index 
finger (Fig. 7) 


SUMMARY 


Early recognition and early, proper treatment 
of acute suppurative tenosynovitis and trauma 
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will prevent the loss of function in the flexor tendons 
of the hand, but in more serious and improperly 
treated cases, the use of tendon grafts may restore 
useful function and obviate amputation. 

Tendon grafting can restore function in a hand 
that has a loss of flexor action provided there is 
good circulation, normal joint function and normal 
sensation in the affected finger. 

General considerations and operative principles 
for tendon grafting are presented. 

Cases are reviewed in which tendon grafting 
restored pinch and grasp mechanism in hands with 
loss of flexor function after acute suppurative teno- 
synovitis and trauma. 

A technic for tendon grafting for loss of flexor 
function in the hand is described. 

I am indebted to Dr. Thomas H. Lanman for his criticisms 
and suggestions. 
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THE EFFECTS OF BIS-TRIMETHYLAMMONIUM DECANE DIIODIDE AND DIBROMIDE 
- ON NEUROMUSCULAR FUNCTION AND ON INDUCED CONVULSIONS IN MAN* 


Daviv Gros, M.D.,t Duncan A. Hoxapay, M.D.,t anp A. McGenee Harvey, M.DS§ 


BALTIMORE 


IS-TRIMETHYLAMMONIUM decane di- 

iodide (Cy diiodide) has been found to be 
a potent agent that blocks neuromuscular trans- 
mission in animals':? and in man.*:* As predicted 
by Paton and Zaimis*? Cy. has proved to be a useful 
substitute for d-tubocurarine in the production of 
skeletal-muscle relaxation for certain clinical pur- 
poses. This communication describes the results 
of the administration of C,. to normal subjects and 
prior to electrically induced convulsions. 

Cy is a white crystalline substance easily pre- 
pared in pure form. It is freely soluble in water 
and can be sterilized by heat without any deterio- 
ration. It is miscible with procaine and Pentothal 
and does not produce any irritation when injected 
into tissues. 

Paton and Zaimis’ observed that small doses of 
this material produced in a variety of animals a 
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profound neuromuscular block. In certain species 
this appeared to affect the skeletal muscles to a 
greater degree than the muscles concerned in res- 
piration. The neuromuscular block was not an- 
tagonized by neostigmine, but was counteracted 
by bis-trimethylammonium pentane diiodide. Mac- 
Intosh® found Cie much less potent than d-tubo- 
curarine in causing the liberation of histamine or 
heparin in animals, and in producing block at auto- 
nomic ganglions. Cy. is apparently excreted largely 
in the urine. 


REsULTs 


Effect of Graded Doses on the Pattern and Degree of 
Neuromuscular Block 


Cio, as either the diiodide or the dibromide salt, 
was administered intravenously in graded doses 
on 92 separate occasions to 5 normal subjects and 
to 13 psychotic patients. The ages of the subjects 
varied from nineteen to fifty-five years (average, 
forty years), and the body weights from 47 to 77 
kg. (average, 62 kg.). 
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After the administration of 1 mg. of Cio dibromide 
over a period of five seconds to two minutes there 
was moderate limitation of the extraocular move- 
ments, but little or no effect on the muscle strength 
in the extremities or trunk. 

When the dose was raised to 1.5 mg. and injected 
over a similar period almost complete limitation 
of extraocular movements resulted. The patients 
could elevate the head and move the arms and legs 
but could not maintain this activity against even 
moderate resistance. The grip strength as measured 
by a hand dynamometer was reduced by approxi- 
mately 50 per cent. There was no subjective re- 
spiratory distress, but occasionally there was mild 
dysphagia. 

The intravenous administration of 2.5 to 3 mg. 
of Cy diiodide or of 2 to 2.75 mg. of Cy dibromide, 
over a period of five seconds to two minutes, pro- 
duced complete or nearly complete relaxation of 
the muscles of the neck, arms, legs, shoulder girdle 
and pelvic girdle. Within forty-five seconds of the 
termination of the injection there was limitation 
of the extraocular movements with diplopia, fol- 
lowed within one or two minutes by complete 
paralysis of the extrinsic muscles of the eyes. At 
this period there was slight to moderate ptosis. 
During the two to four minutes after the adminis- 
tration of the Cy, during which transient fascic- 
ulations were occasionally seen, there was a pro- 
gressive decrease in the strength of the muscles of 
the extremities and trunk until the patient was 
unable to move the head, arms or legs. Usually, 
the fingers could still be flexed, but the grip strength 
as measured by the dynamometer was always 
below 2 kg. At this stage there was only slight 
weakness of the facial, masticatory, lingual and 
laryngeal muscles, and slight to moderate weakness 
of the pharyngeal muscles. The subjects were able 
to shut the eyelids tightly, wrinkle the forehead, 
smile and purse the lips. Mastication was unim- 
paired, and the tongue could be protruded with 
ease. The voice was usually diminished in intensity, 
but only slightly slurred or nasal in quality. Swal- 
lowing was almost always subjectively difficult, 
but could be performed with some effort. There 
was little accumulation of saliva in the pharynx, 
and no choking. In 10 of the 18 patients there was 
no subjective respiratory distress, and no alteration 
of the respiratory rate or of the thoracic excursion. 
Vital capacity, however, was usually reduced by 
as much as 25 per cent. Eight of the subjects ex- 
perienced mild to moderate subjective respiratory 
distress, with acceleration of the respiratory rate; 
in 2, thoracic excursion was consistently diminished, 
and abdominal breathing shallow; cyanosis de- 
veloped, and rhythmic oxygen insufflation became 
necessary. 

When the dose was raised to 2.8 to 4 mg. thoracic 
respiration was uniformly diminished or even ceased. 
Diaphragmatic movements were lessened and ac- 
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celerated, and thoracic and diaphragmatic respira- 
tory movements became dissociated. The patients 
complained of respiratory distress, cyanosis de- 
veloped, and artificial respiration, by means of 
rhythmic oxygen insufflation from a breathing bag, 
became necessary for a period of three to five 
minutes. In addition to depressing respiration 
these doses augmented the weakness of the facial 
and pharyngeal muscles, provoking difficulty in 
swallowing saliva, and diminished the intensity 
of the voice, with slurring of speech. 

These effects of Cy were reproducible in any 
given subject from day to day. The effective dose 
and the relative effects on the peripheral and re- 
spiratory muscles varied in different subjects, and 
these differences bore no close relation to body 
weight. 


Duration of the Effects 


The duration of the maximum degree of weakness 
varied with the dose of Cy. The weakness lasted 
one or two minutes after the administration of 
1 to 1.5 mg., three to five minutes after 2.0 to 2.75 
mg. and approximately seven minutes after 2.8 
to 4.0 mg. Subsequently, strength returned pro- 
gressively and rapidly, becoming normal sixteen to 
twenty-five minutes after the largest doses. At this 
time repetition of the original dose produced the 
same pattern of weakness, with no signs of any 
cumulative action of the drug. 


Rate of Administration 


The optimal rate of intravenous administration 
of Cie was found to be 1 mg. per minute. More 
rapid injection resulted in little if any increase in 
the degree of peripheral relaxation and sometimes 
led to an irregular distribution of the effects, as 
indicated by a difference in the degree of weakness 
in the opposite extremities and occasionally by 
an increase in the degree of subjective respiratory 
distress. With slower administration (over two 
or more minutes) there was a significant decrease 
in degree of the resultant muscle weakness. 


Maintenance Dose 


The degree of paralysis produced by the adminis- 
tration of 2.0 to 2.75 mg. could be maintained at 
a uniform level by further injections of 0.5 mg. 
every four or five minutes, or 1 mg. every eight 
to ten minutes. Because of the individual varia- 
tions in the response to the drug, not clearly re- 
lated to differences in body weight, careful observa- 
tion of the patient was necessary to prevent re- 
spiratory depression and to maintain the desired 
degree of muscular weakness. 


Use with Convulsive Therapy 


If electric-shock therapy was administered after 
Cy, at the height of the resulting paralysis, the 
severity of both the tonic and clonic phases of the 
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convulsion was lessened. The optimum time for 
the administration of the electric shock was three 
to five minutes after the injection of Cy. 
convulsive movements were softened, and the arms 
and legs could be passively moved with ease at 
all stages. A dose of 1.5 to 1.75 mg. of Cio dibromide 
injected intravenously over a period of one or two 
minutes usually produced a degree of muscular 
relaxation that reduced the severity of the con- 
vulsion by about 50 per cent. There was no evi- 
dence that the softening of the convulsions dimin- 
ished their therapeutic effect in the psychotic 
patients observed. 


Effects Other Than Those upon Neuromuscular 
Function 


No prominent subjective or objective effects 
of Ci were observed except on neuromuscular 
function. Occasionally, there was transient giddi- 
ness immediately after the injection of the drug, 
possibly associated with paresis of the extraocular 
muscles. There was no alteration of the state of 
consciousness or awareness of the patient. No 
changes were recorded in pulse rate or blood pres- 
sure in either normotensive or hypertensive sub- 
jects, unless the respiratory exchange was de- 
pressed sufficiently to produce anoxia and retention 
of carbon dioxide. Electrocardiograms obtained 
in several patients before and after the adminis- 
tration of C,, showed no abnormalities. The serum 
concentration of sodium and potassium, measured 
in several patients at the height of the paralysis, 
were all within the normal range. As has been 
noted, transient muscular fasciculations, especially 
over the chest and abdomen, were often observed 
immediately after the administration of Cy and 
before any prominent degree of paralysis had de- 
veloped. Cholinesterase determinations on blood 
samples drawn at this period showed no altera- 
tion in the activity of this enzyme in plasma or 
erythrocytes. The spontaneous movements were 
thought to be due to a direct stimulating effect 
of the Cre. 

No signs suggesting the release of any histamine- 
like substance followed intravenous administration. 
As much as 3 mg. of Cy diiodide was injected intra- 
arterially, and, although there was complete par- 
alysis of the local area for over an hour, no redness, 
swelling, wheal formation, rise of skin temperature 
or increase in the secretion of gastric acid was noted. 
This is in contrast to the effect of d-tubocurarine, 
which invariably provokes all the manifestations 
mentioned above after intra-arterial administra- 
tion. The intracutaneous injection of 0.1 mg. of 
Cy. di-bromide produced a transient flare and slight 
wheal without pseudopod formation, in contrast 
to the marked flare, wheal and pseudopod formation 
resulting from the same amount of d-tubocurarine. 

The absence of any alteration in skin temperature 
or in blood pressure in the supine or erect positions 
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after the administration of Ci. suggests that this 
substance has no appreciable blocking action on 
autonomic ganglions. 


Comparison BETWEEN AND D-TUBOCURARINE 


Each of the 13 patients who received Cy prior to 
electric-shock therapy and 1 of the normal subjects 
also received d-tubocurarine on one or more oc- 
casions. The dose was sufficient to produce a degree 
of weakness of the trunk and extremity muscles 
comparable to that produced by 2.0 to 2.7 mg. of 
Cie dibromide. In most cases this required ap- 
proximately 60 to 80 units of d-tubocurarine (9 to 
12 mg. of the pentahydrate) administered intra- 
venously over a period of two minutes. All the 
patients had greater weakness of the facial muscles 
than that after the administration of Cy, 8 had 
more pronounced weakness of the muscles of mas- 
tication and a greater degree of ptosis, 10 had more 
difficulty in swallowing, resulting in accumulation 
of mucus in the pharynx, a similar number had 
greater reduction in the intensity of speech, which 
became more nasal and slurred, and 6 had more 
impairment of respiratory function and weakness 
of the tongue. Thus, compared on the basis of 
dosage producing similar degrees of relaxation of 
trunk and extremities, the effects of d-tubocurarine 
upon the muscles of the oropharynx in most pa- 
tients and upon the muscles concerned in respira- 
tion in some patients were more pronounced than 
those of Cy. Complete or nearly complete periph- 
eral relaxation could be obtained by means of 
d-tubocurarine without appreciable subjective re- 
spiratory distress or marked dysphagia in some 
cases, but the number was smaller than that with 
Cy. As with Cy, in many patients having no sub- 
jective respiratory distress, the vital capacity was, 
nevertheless, reduced by as much as 25 per cent. 

The rapidity of development of the neuro- 
muscular block following the administration of 
d-tubocurarine was similar to that after Cy, but 
the duration of the weakness following d-tubo- 
curarine was considerably longer, the maximum 
paralysis lasting for approximately ten minutes, 
in contrast to only four minutes after Cy. 
time required for complete return of strength was 
approximately forty minutes after d-tubocurarine, 
in contrast to about twenty minutes after Cy. 
The length of time following a full dose at which 
an equivalent amount could be given without the 
production of any cumulative effects was approxi- 
mately ninety minutes after d-tubocurarine and 
only about twenty minutes after Cy. 

This shorter action of Cy. and its comparatively 
lesser effect on the pharyngeal and respiratory 
muscles make it a more satisfactory agent for the 
production of muscular relaxation prior to electric- 
shock therapy than d-tubocurarine. It also lessens 
the dangerous results of respiratory depression 
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inadvertently produced by either overdose of the 
drug or unusual sensitivity on the part of the 
patient. Finally, Cio has the additional advantage 
that it is less active in causing the release of any 
histamine-like substance. 

It should be emphasized that the effective dose 
of Cy. dibromide is about a fourth that of d-tubo- 
curarine on the basis of weight and about a third 
on the basis of molarity. The effective dose of 
Cy dibromide is slightly less than that of Cro 
diiodide on the basis of weight but is the same 
on the molar basis, indicating that the bis-tri- 
methylammonium decane ion is the active group. 


TREATMENT OF OvERDOSAGE 


Paton and Zaimis' have reported that bis-tri- 
methylammonium pentane salts (C;) antagonize 
the neuromuscular blocking action of Cy. The 
amount of C, that can safely be injected (10 to 
35 mg. intravenously) is limited because of its po- 
tent action in blocking autonomic ganglions. This 
results in pronounced postural hypotension, which 
may last for several hours, and occasionally, es- 
pecially in hypertensive subjects, in a striking 
drop in blood pressure in the supine position. 

In our experience the intravenous injection of 
15 mg. of C, diiodide at the height of the muscular 
weakness produced by 3 mg. of Cie diiodide did 
not result in a more rapid return of strength than 
occurred spontaneously. However, the production 
of a high local concentration of C, by the intra- 
arterial administration of 5 mg. at such a time did 
result in a slightly more rapid return of strength 
in the injected extremity. 

Neostigmine, which antagonizes the neuromus- 
cular blocking action of d-tubocurarine,’ had no 
effect on the degree of muscular weakness produced 
by Cy dibromide or on the rate of return of 
strength 
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Before the administration of either Cy. or d-tubo- 
curarine a rubber airway and an oxygen tank 
with mask and breathing bag with which rhythmic 
insufflation of oxygen can be carried out should 
be available in case respiratory depression should 
develop. When Cy is administered additional pre- 
cautions are not evidently necessary in view of 
the short. action of the drug. 


SUMMARY 


bis-Trimethy] i decane diiodide and 
dibromide (Cy), potent blocking agents of neuro- 
muscular transmission, are useful in the production 
of muscular relaxation prior to electrically induced 
convulsions. The advantages of C,> for this purpose 
are shorter duration of action and more rapid 
recovery of motor power, less pronounced effects 
on the pharyngeal, laryngeal, facial and in some 
cases respiratory muscles, and the absence of any 
histamine-like effects. 

We are indebted to Drs. John Whitehorn and Nicholas 
Ballich for permission to study cases unde electric 
shock therapy. We also wish to thank Dr. W wD “ML. Paton, 

the a ape 2 Institute for Medical Research, London, 
a of Cw and Cs diiodide, and Dr. E. J. deBeer, 
of elleome Research Laboratories, Tucka New 


York, for providing us with “Syncurine” (Crs dibromide) 
and Cs dibromide for use in these studies. 
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1942 partial curarization of patients 
during anesthesia has become an established 
procedure.':? This method, which provides sat- 
isfactory abdominal relaxation for surgical proce- 
dures and yet subjects the patient to a minimal 
degree of anesthesia, has obvious desirable features, 
but certain potential disadvantages. It has been 
convincingly demonstrated*> that the natural al- 
kaloid, d-tubocurarine, may, upon parenteral in- 
jection, cause the release of a histamine-like sub- 
stance, with consequent depression of blood pres- 
sure, bronchospasm and other undesirable reactions. 
Although these reactions are encountered infre- 
quently during routine anesthetic procedures, they 
are always a possible source of difficulty in the 
susceptible patient. 

In the event of temporary paralysis of the res- 
piratory mechanism the trained anesthesiologist 
can maintain adequate ventilation by rhythmic 
manual compression of the rebreathing bag, but 
this does not precisely duplicate the results of the 
normal respiratory effort. d-Tubocurarine, if ad- 
ministered carefully, will produce profound ab- 
dominal relaxation with only moderate paralysis 
of the intercostal muscles and no appreciable 
impairment of diaphragmatic action. Transient 
apnea may be encountered, however, since the 
additional increment of drug affecting the dia- 
phragm is a small fraction of that required for 
relaxation. 

When Paton and Zaimis* announced that bis- 
trimethylammonium decane diiodide (Ci) pro- 
duced profound relaxation of extremity muscula- 
ture, with little impairment of respiration, it was 
hoped that this favorable differential might also 
hold true for the abdominal muscles. With this 
possibility in mind, experimental and clinical studies 
were undertaken, and this communication is a 
preliminary report of the results. 

The absence of any undesirable side effects of 
Cic* was first confirmed by one of us (D.A.H.) in 
laboratory experiments on animals anesthetized 
with the various general agents commonly used 
in our operating rooms. Cy was then used during 
the course of anesthesia in 172 patients undergoing 
major surgical procedures. In the large majority 
of cases the purpose was to obtain abdominal re- 
laxation, but it was also employed to suppress 
coughing aggravated by an endotracheal tube 
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during light anesthesia, to relieve laryngospasm 
and to facilitate endotracheal intubation. An at- 
tempt was also made to quiet the respiratory effort 
for intrathoracic surgery by the use of Cyo. 

The surgical procedures included 158 abdominal 
and 3 thoracic operations, 4 craniotomies, 6 lam- 
inectomies and 1 radical dissection of the neck. 
It was planned to include in this series all patients 
to whom curare would have been administered. 
Exception to this rule was made in thoracic pro- 
cedures for reasons discussed below. The patients 
ranged in age from sixteen to seventy-eight years, 
the average age being forty-five years; no attempt 
was made to select patients according to their 
evaluation as surgical risks. 


The most satisfactory method for administration 
of Cy proved to be the following: 1 to 2 mg. of the 
dibromide salt in a solution containing 1 mg. per 
cubic centimeter were injected intravenously at 
a rate not exceeding 1 mg. per minute, through 
the same tubing used for administering Pentothal 
or an intravenous infusion. Doses of 0.5 to 1 mg. 
were then injected at intervals of five to ten minutes 
for as long as “‘curarization” was desired. When 
a period of twenty minutes or longer had elapsed 
since the previous dose, the initial dose could be 
repeated. Doses in excess of 1.5 to 2.0 mg. were 
found likely to cause respiratory depression. The 
margin between the dose of Cy that produced ade- | 
quate abdominal relaxation and that which pro- 
duced some respiratory depression was usually 
small, and in a number of cases the amounts were 
identical. Injection rates more rapid than that 
recommended were prone to cause respiratory 
depression or transient apnea even when the amount 
injected did not exceed 1 mg. 

The maximum total dose was 10 mg. adminis- 
tered in six injections of 1 or 2 mg. each over a 
seventy-minute period. Relaxation during this 
operation, a lumbar sympathectomy, was not 
deemed satisfactory, implying that insufficient 
dosage was employed. The largest single dose given 
was 2.5 mg. (over a two-and-one-half-minute period), 
although 4 mg. injected over a five-minute period 
was well tolerated. 

Satisfactory abdominal relaxation followed the 
administration of Cy during 130 abdominal op- 
erations. The general anesthetic employed was 
Pentothal and nitrous oxide in 105 cases, ether 
(alone or in combination with other agents) in 
18, and ethylene, cyclopropane or spinal anesthesia, 
supplemented by one or more of the agents men- 
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tioned above, in the remainder. In all cases the 
depth of anesthesia was maintained in the upper 
planes of the third stage. During 18 other abdominal 
operations only fair relaxation was obtained with 
Cy, and in 10 others relaxation was unsatisfactory. 
It is believed that failure to obtain satisfactory 
relaxation was due to the administration of in- 
sufficient amounts of Cy, rather than to variations 
in the response of some patients to the drug. The 
duration of action of Cy is short, and unless fre- 
quent small doses are given “decurarization” occurs. 

Cw fully controlled the cough reflex in 6 cases; 
it failed to do so in 1 patient in whom cough- 
ing was subsequently adequately controlled with 
d-tubocurarine. The drug satisfactorily facilitated 
endotracheal intubation under Pentothal anesthesia, 
and relieved laryngospasm encountered during 
a stormy ether induction. It did not appear to 
lessen the amount of Pentothal required to main- 
tain an adequate plane of anesthesia. 

Observable respiratory depression was encoun- 
tered in 94 patients, or 55 per cent of the series. 
This was usually manifested by a decrease in tidal 
volume and minute volume, with no change or 
an increase in the respiratory rate. These altera- 
tions were usually accomplished by activation of 
the anterior strap muscles of the neck. The type 
of respiratory depression produced by Cy. seemed 
to differ somewhat from that produced by d-tubo- 
curarine, which caused a quieter respiratory effort 
similar to that resulting from deep etherization. 
Cy, although weakening the respiratory effort, 
caused jerking, spasm-like contractions of the 
diaphragm that were annoying to the surgeon, 
especially during intrathoracic operations or those 
on the upper abdomen. Hiccups occurred during 
the operative period in 9 patients. The more severe 
depressions rarely persisted for more than six or 
seven minutes. Total apnea was not encountered. 

The blood pressure and pulse rate did not fluc- 
tuate significantly in 148 cases after the adminis- 
tration of Cy. In 18 patients, in whom incom- 
pletely compensated respiratory depression was 
permitted to occur, broad alterations in cardio- 
vascular activity did result, presumably secondary 
to partial asphyxia. One patient experienced a 
two-to-one heart block five minutes after receiving 
2.5 mg. of Cy. This persisted for approximately 
twenty minutes, during most of which there was 
appreciable respiratory depression. This arrhythmia 
reverted spontaneously and did not recur after 
subsequent injections of Cio. 

Pentothal and nitrous oxide were the principal 
agents employed in 129 procedures, ether in 27 
cases, ethylene, with or without ether, in 8, and 
cyclopropane, once alone and twice with Pentothal. 
In 5 cases spinal anesthesia was supplemented with 
Pentothal, nitrous oxide and Cy, or with ethylene 
and Cy. No obvious potentiation of the effect of 
Cio by any of these agents was observed. Dosage 
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and response to Cy. were essentially similar regard- 
less of the general anesthetic used. 

No deaths occurred either in the operating room 
or during the immediate postoperative period. In 
general, the postoperative course of the patients 
seemed unusually benign, without adverse res- 
piratory or cardiovascular manifestations. This 
is believed to be due, at least in part, to the lighter 
planes of anesthesia that were employed in the 
presence of adequate “‘curarization.” Postoperative 
atelectasis or pneumonia was not observed. In 
1 patient, a sixty-one-year-old woman who under- 
went a gastric resection for benign duodenal ulcer, 
moist basal rales were heard during the first twenty- 
four hours after operation and cleared spontaneously. 
Four patients died five or more days after operation. 
In no case was the cause of death in any way re- 
lated to the anesthetic agents or technic. 


Discussion 


The limited experience with Cy in anesthesia 
does not permit any final evaluation of its useful- 
ness. The brief duration of its action necessitates 
more frequent injections than those required with 
d-tubocurarine. This imposes a burden on the 
anesthestist, as does the increased incidence of 
respiratory depression that results. On the other 
hand a standard dosage range may be used regard- 
less of the anesthetic agent employed, since no 
potentiating effect is evident, as when d-tubocurarine 
is administered to patients under ether anesthesia. 
In the present studies there have been no effects 
of Cy that might be attributed to the release of 
any histamine-like substance. 


SUMMARY 


bis-Trimethylammonium decane dibromide (Cy) 
was employed as a “curarizing” agent during 172 
general anesthesias. It was found to be capable 
of providing adequate abdominal relaxation, but 
was not without some interference with res- 
piration. Its effect was of considefably briefer 
duration than that of d-tubocurarine. Its action 
was not potentiated by ether. . 

We are indebted to Dr. Alfred Blalock, Miss Olive Been 
R.N. and the Anesthesia Staff of the Johns Hopkins Hos- 
pital, whose co-operation made this study possible. 

The bis-tri decane dibromide (Syncurine) 
used in this investigation was generoasly oy by 
D. S. Searle, medical director, and Ey Beer, di- 


rector of research, Burroughs Welleomne 
Tuckahoe, New York. » 
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EDIASTINAL emphysema, its precursors and 
its sequelae have been known to clinicians 
for well over a century. Laénnec,' in his treatise 
on diseases of the chest, published in 1819, gave 
an amazingly accurate description of the con- 
dition under the heading of “‘interlobular emphy- 
_sema.” He was thoroughly familiar with certain 
phases of its pathogenesis, many of its symptoms 
and signs and its treatment. Similarly, Miller,? 
in 1888, advanced concepts concerning mediastinal 
emphysema, closely paralleling those of today. 
One of the characteristic physical signs — namely, 
the presence of bubbling crepitations occurring 
synchronously with the heart beats, and now usually 
referred to as Hamman’s sign — was not unknown 
to Miiller. Considerable case material was added 
to the literature after the influenza pandemic of 
1918, and extremely detailed and accurate clinical 
descriptions of the development, course and sequelae 
of mediastinal emphysema are to be found in these 
writings.*»* In 1934 Hamman!® reported 3 cases 
of interstitial emphysema of the lungs, and a few 
years later he employed the term “spontaneous 
mediastinal emphysema.’’*:? In the many articles 
on this subject that followed, the use of the term 
“spontaneous” became widespread. Many of these 
subsequent reports presented cases in which factors 
of importance regarding the pathogenesis of media- 
stinal emphysema were obviously operative. Yet 
they were referred to as cases of spontaneous inter- 
stitial or mediastinal emphysema. The occurrence 
of this condition in the newborn, in asthma and 
during labor may be cited as examples. It is not 
unlikely that in all cases certain predisposing and 
precipitating factors exist, although in some cases 
these may be overlooked or may escape detection. 
In many patients the development of mediastinal 
emphysema proceeds slowly, so that the diagnosis 
is not made until several days have elapsed. Under 
such circumstances predisposing factors such as 
strenuous exercise and acts of straining are relegated 
to the background, and are not mentioned by the 
patient or inquired about by the physician. It 
appears, then, that the use of the word “spon- 
taneous” serves no gainful purpose. On the other 
hand, it may deter the physician from critically 
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analyzing accompanying circumstances or from 
carefully evaluating some of the patient’s activities 
during the few days preceding the onset of symp- 
toms. 

Laénnec, as early as 1819, was well aware of 
certain predisposing factors, and stated that “the 
most common of these is the prolonged forcible 
retention of the breath during powerful and long 
continued exertions, as in child-bed, in relieving 
the bowels when constipated, and particularly in 
raising heavy weights.” He also commented that 
children were more subject to the disease than 
adults: “In them it occurs frequently during an 
attack of croup, or in severe catarrhs in which the 
bronchial obstruction is very great.”! The accuracy 
of these statements is pointed out below. 

The term “mediastinal emphysema” should be 
thought of as representing only one link in a chain 
of events. Its important precursor, pulmonary 
interstitial emphysema, and its many sequelae, 
such as subcutaneous emphysema, pneumothorax 
and pneumoperit , should always be kept 
in mind. 

Mediastinal emphysema has almost invariably 
been regarded as benign. However, one should 
not lose sight of the fact that it not infrequently 
endangers life. This has been stressed by the 
Macklins,? who have employed the word “malig- 
nant” in describing these cases. The importance 
of the recognition of evidences of circulatory and 
respiratory embarrassment should be emphasized, 
since surgical intervention in some cases may be 
life saving. This is clearly brought out in Case 5 
presented below and in a recent report by Karns 
and Daue.® In each case a fatal outcome was averted 
by the performance of a mediastinotomy. Again, 
a similar procedure was not unknown to Laénnec, 
for he stated that “when the aerial infiltration ex- 
tends to the external parts, a few pricks with the 
lancet at the lower part of the neck usually suffice 
to dissipate it.” 


SEQUENCE oF EvENTs IN THE DEVELOPMENT OF 
MeEpDIASTINAL Empuys—EMA Its SEQUELAE 


A great contribution to the understanding of 
the pathogenesis of mediastinal emphysema has 
been the experimental work and clinical correla- 
tion of the Macklins.*-'%!* The primary event 
is rupture of the walls of the alveoli. Only alveoli 
whose bases rest against bronchi, bronchioles, 
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blood vessels, connective-tissue septums and pleura 
—the so-called “marginal” or “nonpartitional” 
alveoli— are concerned in the process. “Par- 
titional” alveoli whose bases lie against adjoining 
alveoli are not involved. As a result of rupture of 
the “marginal” alveoli air gains access to the under- 
lying connective tissue. The transport of air thence 
occurs by way of the sheaths of the pulmonary 
blood vessels, the sheaths of the bronchi and bron- 
chial blood vessels playing no role in this regard. 
By continued dissection along the pulmonary blood 
vessels, interstitial pulmonary emphysema super- 
venes, to be followed, with further dissection, by 
mediastinal emphysema. In some cases air may 
proceed subpleurally, resulting in the formation 
of subpleural blebs. The mediastinum may again 
be reached as the air progresses beneath the pleura. 
With the development of mediastinal pressures 
above that of atmosphere rupture may take place, 
resulting in pneumothorax. An alternative mechan- 
ism for the formation of pneumothorax is rupture 
of one of the subpleural blebs. The pneumo- 
thorax in most cases is on the left side. The trapped 
air may seek other escape channels: the subcutaneous 
tissues of the head, neck, chest, abdomen, back 
and extremities; the retroperitoneal tissues; and 
the peritoneal cavity. The progress of air along 
these channels is aided by the movements of res- 
piration and by the building up of pressures within 
the tissues, which enhance routes of escape. 


Factors Invotvep 1x RuptTureE oF THE “Mar- 
GINAL” ALVEOLI 


A considerable amount of information about 
the mechanisms of alveolar rupture is attributable 
to the work of the Macklins, cited above, in which 
details are given. All have a single common factor— 
namely, a pressure gradient between alveoli and 
adjoining vessel sheath. Factor A of Macklin 
operates in cases in which the alveoli are over- 
expanded through overinflation of the lungs, with- 
out a concomitant widening of the lumen of the 
blood vessels upon which they border, thereby 
permitting the creation of a pressure gradient 
between the two, and allowing rupture. Factor 
B of Macklin exists when there is a reduction in 
the caliber of the pulmonary blood vessels without 
a corresponding diminution in the size of the alveoli, 
a similar pressure gradient being established. In 
certain cases a combination of these factors co- 
exists. However, leakage of air may fail to take 
place, in spite of overinflation of the lungs, if a 
simultaneous increase in the caliber of the blood 
vessels occurs. Thus, in massive collapse of the 
lung, the affected side receives less blood, whereas 
the hyperinflated uninvolved lung receives a cor- 
respondingly greater amount of blood. Alveolar 
rupture, as a result, does not occur. Similarly, 
after pneumonectomy the remaining lung that 
undergoes hyperinflation receives a greater volume 
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of blood, and the relation of alveoli to vessel sheaths 
remains intact. 

review of clinical cases of mediastinal emphy- 
sema demonstrates certain predisposing and pre- 
cipitating factors of importance. The most signifi- 
cant of these is the production of local overinflation 
of the lung, which may result from a variety of 
causes. The following list is offered as a working 
clinical classification of the conditions under which 
mediastinal emphysema may be encountered: 


Atelectasis with associated alveolar ectasia (com- 
pensatory hyperinflation of adjacent alveoli). 

Infectious diseases (upper-respiratory-tract in- 
fections, pneumonia, tuberculosis, measles, in- 
fluenza, pertussis, diphtheria, smallpox and so 
forth). 

Inhalation of foreign bodies. 

Neoplasms of the lung. 

Atelectasis of the newborn (following the 
inhalation of meconium, mucus, secretions and 
so forth before or after birth). 

Bronchial asthma. 

Increased intra-aloeolar pressure resulting from 
forceful respiratory efforts against resistance. 

Closure of glottis (parturition, coughing, vio- 
lent exercise, acts of straining). 

Laryngospasm (pertussis). 

Acute obstructive laryngitis (diphtheria, strep- 
tococcal infections). 

Bronchial asthma. 

Playing of wind instruments, glass blowing 
and so forth. 

Tracheal insufflation. 

Intratracheal anesthesia. 

Resuscitation of the newborn, drownings, 
electrocutions and so forth by such methods as 
intratracheal insufflation and use of the pul- 
motor. 

Positive-pressure inhalation therapy. 

Combinations of these factors. 


It is obvious that patients are frequently seen 
in whom one or more factors predisposing to the 
development of mediastinal emphysema exist and 
yet rupture of alveoli does not occur. For example, 
one may observe cases of status asthmaticus com- 
plicated by atelectasis and patchy bronchopneu- 
monia in which none of the symptoms or signs of 
mediastinal emphysema are found, although the 


physician has constantly been on the alert for them. 


Why one patient falls victim to this condition, 
whereas another, duplicating all existing circum- 
stances, does not, remains unexplained, and this 
has raised the inevitable factor of constitutional 
predisposition. 


SYMPTOMATOLOGY 


The nature and severity of the symptoms depend 
in general on the degree of distention of the lung 
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and mediastinum, the accessibility of escape channels 
and the anatomic location of the escape channels. 
The two important systems of the body involved 
are the respiratory and the circulatory. Respiration 
may be seriously interfered with by the splinting 
action of the air in the connective tissue of the lung. 
The lung, as a consequence of interstitial emphy- 
sema, may become extremely voluminous and 
rigid. The result is dyspnea, the degree of which 
will depend on the extent of the underlying process. 
Macklin refers to this as “airlock.” Circulation 
may be hampered by means of the collapse of the 
pulmonary vessels, causing venous stasis and 
cyanosis — the “air-block” of Macklin. With in- 
creasing mediastinal pressure the function of the 
great veins entering the heart is impeded by com- 
pression, and the venous return not only from the 
lungs but also from the systemic circuit is thus 
impaired. Direct effect upon cardiac function is 
brought about by such factors as decreased venous 
return, tamponade identical to that seen in massive 
pericardial effusion and impairment of coronary 
blood flow. 

The development of escape channels may have 
a markedly beneficial effect symptomatically. Sub- 
cutaneous emphysema, for example, acts to de- 
compress the mediastinum, and dramatic ameliora- 
tion of dyspnea and cyanosis may be observed 
under such circumstances. A reciprocal relation 
between mediastinal pressure and subcutaneous 
emphysema has been noted experimentally." The 
development of pneumothorax may similarly re- 
lease increased mediastinal pressure. However, 
in patients in whom tension pneumothorax super- 
venes, augmentation of dyspnea and cyanosis 
occur. 

The most frequently encountered symptom of 
mediastinal emphysema is chest pain, which, be- 
cause of its various characteristics, has often been 
mistaken for angina pectoris or myocardial infarc- 
tion. The onset of pain is sudden in most cases, 
although not invariably so. Its location is incon- 
stant, the commonest sites being precordial, sub- 
sternal, the anterior portion of the chest, axillary, 
the posterior portion of the chest and midscapular. 
Radiation to the neck, left shoulder, left arm or 
back may occur. The intensity of the pain varies 
from case to case, being a mild form of discomfort 
in some and actually agonizing in others. It has 
been referred to as sharp, stabbing, knife-like or 
squeezing. It may be intensified in left lateral 
recumbency, and alleviated when the patient as- 
sumes the upright position. Just as in dyspnea 
and cyanosis, the establishment of escape channels 
may produce relief of pain. The duration of this 
symptom varies from momentary discomfort to 
pain lasting hours or days. Its disappearance is 
generally gradual. 

In certain cases patients have been aware of 
the sensation of air within the chest, and some 
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have been able to hear it. Laénnec stated that 

“patients are sometimes sensible of a kind of crack- 
ling in the part affect 

Various other symptoms have been associated 
with mediastinal emphysema, among them anxiety, 
sweating, palpitation, epistaxis, dysphagia and 
pain on motion of the neck. When air has dis- 
sected retroperitoneally and into the subcutaneous 
tissues of the back, the patient may complain of 
back pain. Similarly, the presence of pneumo- 
peritoneum may be associated with abdominal 
pain, and on occasions a surgical condition of the 
abdomen has been simulated. 


Puysicat Sicns 


There are four signs of diagnostic importance 
in mediastinal emphysema. These are mediastinal 
crepitation, decrease or obliteration of cardiac 
dullness, subcutaneous emphysema and pneumo- 
thorax. 

The presence of air in and about the mediastinal 
tissues produces sounds that have been variously 
described as crackling, clicking, bubbling, crunch- 
ing, grinding, rasping, snapping, simulating the 
rattle of dried peas on a taut canvas, the crinkling 
of cellophane, the sounds of footsteps in packed 
snow on a dry, brisk day, the squeaking of a leather 
saddle, the cooing of doves and the rubbing to- 
gether of distended balloons.'® Laénnec refers to 
this as “the dry crepitous rhonchus with large 
bubbles.”” Apart from these purely subjective 
characterizations, the sound produced by the bubbles 
of air has certain objective features. It is generally 
most easily detected in the left lateral recumbent 
position and during the expiratory phase of res- 
piration. It is less readily audible when the patient 
is upright. The sound accompanies both systole 
and diastole, but may be louder during systole. 
Its relation to the cardiac cycle has been demon- 
strated phon hically.'5-'* The presence 
and the intensity of the sound are variable. When 
faint it may be mistaken for a pericardial friction 
rub. The duration of this finding varies from hours 
to several weeks, the average being about one week. 

Diminished cardiac dullness, or hyperresonance 
over the sternum and precordium, is best elicited 
with the patient recumbent. In the upright position, 
and particularly when the patient leans forward, 
this sign may disappear. In many cases the man- 
euver of alternate percussion in the recumbent 
and forward positions may be of decided help 
diagnostically. 

Of interest regarding the presence of pneumo- 
thorax is the fact that it is most often on the left 
side. Few instances of right-sided pneumothorax 
have been recorded.'7: '§ No adequate explanation 
for this has ever been offered. It should be borne 
in mind that in many cases the pneumothorax may 
be very small and may escape detection on physical 
examination. Conversely, one should study care- 
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fully all cases of so-called spontaneous pneumo- 
thorax, particularly those on the left side, for 
evidences of mediastinal emphysema. 

Brief comment regarding the mode of production 
of tension pneumothorax is warranted, in view of 
the widespread impression that air becomes trapped 
in the pleural cavity by some valvular mechanism 
during the phase of inspiration. The only time 
that air can enter the pleural cavity against the 
high tension of the latter is when the pressure of 
the air in the affected lung is higher than that in 
the pleural space. This situation is encountered 
during such acts as coughing or straining, when 
the glottis is momentarily closed, as a result of 
which high pressures are built up within the lung. 
Air will thus be added to the pneumothorax only 
during acts of forceful expiration. This fact has 
frequently been confirmed by measurements of 
intrapulmonary and intrapleural pressures in human 
cases.!9%2! 

The detection of subcutaneous emphysema needs 
little comment. It is a sign that is commonly over- 
looked. Its presence should make one suspicious 
immediately of the diagnosis of mediastinal em- 
physema. Its significance was appreciated by 
Laénnec, who commented that “should an external 
emphysema make its appearance at the same time, 
beginning in the neck, the diagnosis of course is 
rendered more certain.” This finding most com- 
monly involves the neck, the supraclavicular and 
infraclavicular fossae and the axillas. In some 
cases subcutaneous crepitation may be elicited 
over the back, abdomen, extremities and genitalia. 
An example of extensive generalized subcutaneous 
emphysema involving the head, neck, chest, ab- 
domen, back, lower extremities and genitalia is 
presented in Case 6, described below. 

In uncomplicated cases the temperature is usually 
normal. Occasionally, low-grade elevations are seen. 

The blood pressure generally remains within 
normal limits, although not infrequently one ob- 
serves an initial rise. In cases in which marked 
increases in mediastinal pressure are encountered, 
so that a tamponade effect exists identical to that 
seen in massive pericardial effusion, the blood 
pressure may fall. This has frequently been noted 
clinically, and has been reproduced experimentally. 
In such cases measures to overcome the increased 
mediastinal tension must be employed. 


ELECTROCARDIOGRAPHIC CHANGES 


In the majority of cases electrocardiographic 
changes are absent. Approximately 25 per cent 
of records show positive findings, but no charac- 
teristic pattern is presented. The significant ab- 
normalities have been changes in the T waves, 
deviation of the ST segments from the isoelectric 
line, absent or greatly reduced initial deflection in 
the standard Lead 4, decreased voltage and shifts 
in the electrical axis.7:'5:*-** Pneumothorax per 
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se may produce similar changes.™-?5 Inversion 
of the T waves in all the conventional leads has 
been observed. In a recent report marked elevation 
of all the ST segments was noted.2* In another 
case discussed by the same author the voltage of 
the QRS complex was trebled when the patient 
assumed the upright position. Significant alteration 
of voltage with change of position did not follow 
recovery. A third case presented a wandering 
auricular pacemaker, with resumption of normal 
sinus rhythm within five days. The electrocardio- 
graphic changes are generally transient, reversion 
to normal taking place in seven to fourteen days. 


X-Ray Finp1ncs 


There seems to be little doubt that the diagnosis 
of mediastinal emphysema is often not suspected, 
and x-ray examination of the chest not made. On 
the other hand, the diagnosis, when suspected on 
clinical grounds, has not infrequently been ruled 
out on the basis of a single film taken in the postero- 
anterior projection. It should be emphasized that 
serial studies may be necessary, and that lateral 
views of the chest are essential, to demonstrate 
air trapped behind or in front of the heart. Air 
in the mediastinum is often visible as streaks of 
increased radiance running along the borders of the 
heart. The presence of air streaks along fascial 
planes and air pockets in subcutaneous tissue may 
be readily detected. Further aid, radiographically, 
may be furnished by the demonstration of pneu- 
moretroperitoneum and pneumoperitonet As 
mentioned previously, x-ray examination is in- 
valuable in disclosing a small pneumothorax not 
manifest clinically. 


DirFERENTIAL D1AGNosis 

The chief difficulty in differential diagnosis 
arises from the similarity of the pain of mediastinal 
emphysema to that of primary cardiac disease, 
and from the presence in some cases of dyspnea, 
cyanosis, distention of veins and electrocardio- 
graphic changes.*: *-**-27 The major illnesses that 
enter into consideration are angina pectoris, myo- 
cardial infarction, dissecting aneurysm of the aorta, 
pericarditis, mediastinitis and pulmonary embolism. 


TREATMENT 


Only symptomatic treatment is required in most 


cases. Because of the possibility of recurrences, 
bed rest should be insisted upon, even when symp- 
toms are minimal. In the presence of markedly 
elevated mediastinal pressure, associated with in- 
creasing dyspnea, cyanosis and changes in blood 
pressure, incision above the suprasternal notch, 
to create a channel for the escape of air, may be 
life saving. In patients with tension pneumo- 
thorax decompression of the pleural space is in- 
dicated. 
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Throughout this discussion consideration of 
mediastinal emphysema secondary to fractured 
ribs, blast injuries, other forms of trauma to the 
chest, caisson disease, rupture of the esophagus 
and so forth has deliberately been omitted. In 
such cases, factors other than those stressed here 
may be operative, some of which, on the basis of 
present knowledge, are not entirely clear. 


Case Reports 


Case 1. D. C., an 18-year-old col student and ath- 
lete was admitted to the Boston City Hospital o ray ll, 
1940, complaining of pain in the chest of 1/2 hour’s duration. 

e had been well until 1 week prior to admission, when 
a “cold” characterized by nasal congestion and cough pro- 
ductive of whitish sputum developed. Half an hour belape 
en to the hospital, while walking along the street, he 
suddenly experienced a sharp, stabbing, knife-like pain over 
the precordium, radiating to the left upper quadrant of the 
abdomen, the left shoulder and down the inner aspect of 
the left arm as far as the elbow. The pain became p 
sively more severe, was accentuated by respiration, was 
not relieved by rest and was associated with what the patient 
termed “‘a scraping noise in the chest.” 

Physical examination revealed diminished tactile and 
vocal fremitus over the upper half of the left side of the chest, 
posteriorly, and distant heart sounds. 

¢ temperature was 99°F., the — 84, and the respira- 
tions 22. eb pressure was 130/92. 

On the following day a house officer reported the presence 
of a “variable friction rub” heard best just to the right of 
the xiphoid, accentuated on inspiration and absent in the 
sitting Remy: The white-cell count and sedimentation 
rate and an electrocardiogram were within normal limits. 
X-ray examination of the chest was reported as negative. 
On the 6th hospital day mediastinal crepitation was still 
audible at the lower end of the sternum. The patient was 
discharged on this day, against advice. 

Two days after discharge from the hospital he was read- 
mitted because of recurrence of chest pain similar to that 
experienced initially. Examination at this time revealed 
increased resonance over the left side of the chest, anteriorly 
and eee ye. associated with decreased tactile fremitus 
aud breath sounds. Mediastinal crepitation was readil 
audible to the left of the sternum, and extended to the fift 
intercostal space. The blood pressure was 100/ A repeat 
electrocardiogram and roentgenogram of the chest were 
normal. On the 5th hospital day mediastinal crepitation 
was no longer heard. The patient was discha on the 
10th day, asymptomatic, and showing no abnormalities 
physically. 


Case 2. A_ 15-year-old schoolboy was admitted to the 
Boston City Hospital on August 12, 1940, because of a par- 
oxysm of bronchial asthma. He had been subject to asth- 
matic attacks since the age of five years, usually more severe 
during the summer months, when he also suffered from hay 
fever. The present paroxysm had begun on the evening prior 
to the day of admission. 

Physical examination revealed moderate respiratory dif- 
ficulty, congested nasal poster, diffuse rhonchi throughout 
poo ong of the chest and slight cyanosis of the nail beds 
and lips. 

The blood pressure was 125/100, the temperature 99.8°F., 
the pulse 99, and the respirations 24. 

On the following day subcutaneous emphysema involving 
the anterior aspect of the neck and both supraclavicular 
fossae was detected physically, and a crackling sound syn- 
chronous with the heart beat was heard along the left border 
of the sternum. An x-ray film of the chest revealed air in 
the subcutaneous tissues, but no air was demonstrated in 
the mediastinum. Only the posteroanterior projection was 
taken. The above findings gradually disappeared, and the 
patient was discharged on the 10th hospital day. 


Case 3. N. T., a 17-year-old schoolgirl, was admitted 
to the Boston City Hospital on September 21, 1942, because 
severe frontal headache and pain over the anterior aspect 
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of the chest and neck of 24 hours’ duration. She was known 
to have had asthma since early childhood. On the evening 
before admission she had been awakened from s by a 
paroxysm of difficulty in breathing, which had me 
progressively severe to the time of entry. Six hours later 
the dyspnea had become intense and was associated with 
cyanosis. It was noted that the patient’s neck had become 
swollen, and she complained at this time of moderatel 
severe substernal and precordial pain, radiating to the left 
shoulder. 

On physical examination the patient was found to be 
dyspneic and slightly cyanosed. She complained of pain 
on motion of the neck. Subcutaneous crepitation was elicited 
on the right side of the neck and over the suprasternal notch. 

ese areas were tender on pressure. arse nchi were 
audible throughout both lungs. Breath sounds, tactile 
fremitus and vocal fremitus were diminished anteriorly over 
the left upper lobe. A “crepitant sound synchronous with 

at” was 


the heart heard in the region of the apex. This 
sound was reported as being of variable intensity and in- 
constant. 

_The temperature was 98.6°F., the pulse 90, and the res- 
pirations 24. 


X-ray study of the chest showed moderate bilateral em- 
: and a small pneumothorax involving the left upper 


On symptomatic treatment the findings described above 
rapidly returned to normal, and the patient was discharged 
eeling well on the 8th hospital day. 


Case 4. C. C., an 18-year-old girl who had had paroxysms 
of bronchial asthma since childhood, was admitted to the 
Boston City Hospital on November 13, 1946. Her present 
illness had begun at 4 a.m. on the day of admission, when 
she was suddenly awakened by a “tight feeling” beneath 
the sternum, associated with respiratory distress and wheez- 
ing. Shortly after the onset of these symptoms she experienced 
a “sharp, tearing pain,” substernal in location, with radiation 
es to the neck. This was accompanied by a sensation 

choking. Self-administration of epinephrine and intra- 
venous injection of aminophylline given later by her personal 
physician afforded no relief. Dyspnea became progressively 
worse, and she was hospitalized. 

On entry the patient was in moderate respiratory distress. 
Subcutaneous crepitation was felt over the neck anteriorly, 
in both supraclavicular fossae and in the left infraclavicular 
fossa. e right side of the chest was more resonant than 
the left, approaching hyperresonance posteriorly. Expiratory 
wheezes were audible throughout both lung areas. ere 
were impaired resonance and diminished breath sounds at 
pe base posteriorly. Mediastinal crepitation was not 

eard. 

The temperature was 101°F., the pulse 104, and the res- 
pirations 24. The blood pressure was 110/70. 

X-ray examination of the chest on the day after admission 
showed displacement of the heart and trachea to the left, 
elevation of the left leaf of the diaphragm, diffuse density 
involving the lower half of the left-lung field, extensive sub- 
cutaneous emphysema of the neck and shoulders and the 
presence of air along the left border of the heart. 

The patient was treated with sedatives, ephedrine sulfate, 
intravenous injection of aminophylline and intramuscular 
administration of penicillin. Symptoms gradually subsided, 
and the temperature remained normal from the 6th day on. 
On the 10th hospital day x-ray examination of the chest was 
reported as within normal limits. The patient was discharged 
completely asymptomatic on the 14th day. 


Case 5.* I. B., a 19-year-old girl, was admitted to the 
Boston City Hospital on March 26, 1943, because of severe 
substernal pain, cough and dyspnea of 8 hours’ duration. 
Three days before entry coryza characterized by nasal con- 
gestion and discharge deve On the day prior to ad- 
mission she engaged in sports, and that evening she danced 
for several hours. She retired at an early hour, and, except 
for a “head cold” and fatigue, felt fairly well. Fifteen minutes 
after being in she became nauseated, and vomited several 
times. This was soon followed by a paroxysm of coughing, 
during which she experienced severe, pnifeclike ain benea 

the xiphoid, radiating through to the back. At the same time 
she became markedly dyspneic and orthopneic. The pain 


*Previously reported by VanderLaan and Maresh.** 
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grew ively worse, and was intensified by inspiration 
and 

Physical examination revealed marked respiratory distress. 

was extensive subcutaneous emphysema involving 
the neck, face, occiput, supraclavicular and infraclavicular 
fossae, both breasts and the upper portion of the back. The 
rdium was hyperresonant to percussion, and the cardiac 
Reodove were not made out. Breath sounds were diminished 
bilaterally. The heart sounds were distant. Mediastina! 
crepitation was not clicited. The epigastrium was tender 
on pressure. 
e temperature was 100.2°F., the pulse 108, and the 
respirations 30. The blood pressure was 130/95. 

-ray study of the chest at the time of admission showed 
only extensive subcutaneous emphysema. An electrocardio- 
gram taken 2 days after entry was interpreted as within 
normal limits. 

On the 2nd hospital day “muffled crackling sounds” 7 
chronous with the heart beat were audible along the left 
sternal border, but these disappeared on the same day. With 
symptomatic therapy, including the use of oxygen, there 
was steady improvement in her condition. 

On the 4th hospital day the patient suddenly took a turn 
for the worse. Severe dyspnea and cyanosis rapidly developed, 
and pain beneath the xiphoid ‘was intense; 0.03 gm. (1/2 gr.) 
of codeine sulfate, 0.2 gm. (3 gr.) of phenobarbital, and 
10.0 mg. (1/6 gr.) of morphine sulfate, given within a period 
of 1/2 hour, failed to relieve the pain. Oxygen administered 
by thby mask was without effect. The respirations rose 
to 40, and the pulse to 140. The blood pressure was 160/120. 
Subcutaneous emphysema recurred, was more extensive 
than previously and involved the face, head, neck and chest. 
The respirations continued to rise, and were shallow. 

X-ray examination of the chest, done at the bedside, demon- 
strated the presence of air along the left border of the heart. 
An electrocardiogram at this time revealed diphasic T waves 
in Lead 2 and 3, with depression of the ST segments. 

Because of the marked respiratory embarrassment, a 
thoracic surgeon was consulted, and the patient was trans- 
ferred to the operating room, where a low-collar thyroid in- 
cision was suteepet under local anesthesia. This resulted 
in a dramatic and almost instantaneous relief of symptoms. 
When the patient was returned to the ward she was breath- 
ing normally, her color was markedly improved, and her 
chest pain had gone. Her convalescence from then on was 
uneventful, and she was discharged well on the 13th hospital 


day. 


Case 6. W. S., a 78-year-old man, was admitted to the 
Boston City Hospital on May 22, 1947. For the past 30 
years he had had repeated episodes of cough, expectoration 
and dyspnea, particularly during the winter months. He 
had worked as a laborer up until 20 years when 
he had been forced to give up his job because of shortness 
of breath. During the 4 months prior to admission there 
had been a marked increase in the severity of dyspnea on 
exertion, and the cough had become more persistent. Be- 
cause of the progression of these symptoms, he was referred 
to the hospital by his physician. 

On entry the patient was dyspneic, and the rate of respira- 
tion was 40 per minute. Expansion of the chest was limited, 
but equal. ere was > to percussion bilat- 
erally. The breath sounds were diminished, and rhonchi 
were audible throughout both lungs. Moist rales were heard 
~ at the right base. No cardiac enlargement was made out. 
The heart sounds were distant and regular. The b pres- 
sure was 140/80. The fingers were clubbed. 

X-ray examination of the chest on the day after admission 
showed a partial pneumothorax at the left base, with an 
estimated fo per cent collapse of the left lower lobe. Five 
days later the lung fields were reported as being emphysema- 
tous, no evidence of the previous pneumothorax having been 
demonstrated. 

During this interval treatment had consisted of supportive 
measures, intramuscular administration of penicillin and 
oxygen. The patient had shown definite improvement in 
the dyspnea and cough. 

On the 10th hospital day he suddenly became markedly 
dyspneic, and physical examination disclosed evidence of 
a tension pneumothorax on the left. Thoracentesis was im- 
mediately performed, and 1000 cc. of air was removed from 
the left pleural cavity. The needle was fixed to the chest 
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wall, and connected to a rubber tube the other end of which 
was immersed in water. On the following day, because of 
mechanical difficulties with the apparatus, the needle was 
replaced by an intercostal catheter inserted into the seventh 
interspace. oe these 2 days progressive and extensive 
subcutaneous emphysema was observed, involving the neck, 
face, chest, abdominal wall, thighs, legs and genitalia. Con- 
siderable air was removed by means of mechanical suction 
through a 16-gauge needle placed in the subcutancous tissue of 
the left anterior side of the chest. In spite of these attempts 
at decompression, the patient died on the 13th hospital 
day, 4 days after the onset of the tension pneumothorax. 

At autopsy, performed 7 hours after death, there was ex- 
tensive subcutaneous emphysema of the entire body. The 
scrotum was distended by air, which could be forced into 
the lower abdominal wall by compression. Numerous blebs 
of varying size were present in the retroperitoneal tissues, 
especially about the descending colon. The left pleural cavity 
contained air and 200 cc. of pink fluid. The mediastinum 
showed numerous large and small air-filled blebs. The right 
auricle and ventricle were dilated. The right lung was edem- 
atous, and its surface presented many subpleural blebs con- 
taining air. The left lung was collapsed, and several la 
subpleural blebs covered the surface of the upper lobe. € 
pathological diagnoses were hydropneumothorax, left; bron- 
chiectasis, atelectasis and pneumonia, left lower lobe; em- 
physematous blebs, right and left lungs; pulmonary edema; 
mediastinal and subcutaneous emphysema, marked; and 
acute cor pulmonale. 


Cast 7. D., a baby boy, was delivered by cesarean section 
at the Boston City Hospital at 10:15 a.m. on July 27, 1941. 
At birth the baby appeared normal, and exhibited no res- 
piratory difficulty. During the evening of this day it was 
observed that his respirations were labored, and that he was 
cyanosed. Several attempts were made to aspirate mucus 
from the upper respiratory passages and trachea. Oxygen 
and carbon dioxide were administered by mask. Despite 
these measures, the infant died at 9:45 o’clock on the fol- 
lowing morning. 

At autopsy, performed 24 hours after death, upon removal 
of the sternal plate a large air filled sac was encountered in 
the anterosuperior mediastinum, not communicating with 
the pericardium, and lying posterior to the thymus. This 
air sac measured 5 by 7 cm. Many smaller bullae averaging 
1.5 by 2.0 cm. were found inferior to the sac and between 
the sternum and the pericardial cavity. Both lungs were 
atelectatic. Along the anteromedial aspect of the left lu 
were three small subpleural blebs. Air was found benea 
the reflection of the pleura and the hilus of the left lung, 
communicating with the large air sac descri above. Sec- 
tion through the hilar region of the left lung revealed “evi- 
dence of separation of the parenchyma from the vessels and 
bronchi by spaces which appea to have contained air.” 
The pathological diagnoses were atelectasis of the right and 
left lungs; interstitial emphysema of the lungs; and medi- 
astinal emphysema. 


Case 8. A. B., a 26-year-old housewife, was admitted to 
the Boston City Hospital on November 20, 1947, because 
of pain in the chest and back of 4 days’ duration. The pain 
had occurred suddenly, after the patient had bent over to 
pick up something, and was descri as severe, sharp and 
substernal, with radiation through to the back. It had per- 
sisted to the time of entry. No intensification was noted 
with respiration, but the pain was definitely worse in the 
left lateral recumbent eee. Dyspnea had been nt 
since the onset of the illness and was also aggravated when 
the patient lay on her left side. 

During the three months prior to admission, the patient 
had lost 24 pounds in weight. For 1 month she had been 
bothered by a productive cough, having raised about 4 table- 
spoonfuls of green, never bloody sputum daily. Associated 
with her present illness were severe night sweats, never pre- 
viously experienced. 

On physical examination the patient appeared acutely 
ill, flushed and in marked respiratory distress. There was 
definite evidence of recent weight loss. Subcutaneous crepita- 
tion was clicited about the base of the neck and in the supra- 
clavicular fossae. The trachea was deviated to the right. 

e left side of the chest was hyperresonant to percussion, 
and the breath sounds were diminished to absent. Broncho- 
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vesicular breathing and fine moist rales were heard over the 
right upper ' 

The temperature was 103.8°F., the pulse 140, and the res- 
pirations 38. The blood pressure was 118/80. 

X-ray study of the chest after admission revealed an 
extensive pneumothorax on the left and soft, mottled, tuber- 
culous infiltration involving the right upper lobe. Air was 
demonstrated beneath the left leaf of the diaphragm. 

The sputum was positive for tubercle bacilli. 

The patient was seen on the day of entry by the thoracic 
surgeon, who treated the tension pneumothorax at first by 
repeated aspiration and then by the insertion of an inlying 
needle connected to a water seal. The dyspnea was mark- 
edly improved, and the chest pain gradually subsided. 
‘Throughout the hospital stay, the temperature remained 
elevated, varying from 99 to 102°F. A left pleural effusion 
developed, which on tapping yielded 800 cc. of straw-colored 
fluid. On December 16 the patient was transferred to the 
a Sanatorium for treatment of the pulmonary tuber- 
culosis. 


Case 9. H. D., an 18-year-old schoolgirl, was admitted 
to the Boston City Hospital on July 2, 1935. Five days prior 
to entry she had suddenly been seized by severe, sharp = 
in the left side of the chest while at the dinner table. e 

ain was intensified by respiration, and was accompanied 
f dyspnea. She was under the care of her family physician, 
who finally referred her to the hospital, because of progression 
of her symptoms and difficulty in obtaining her pulse and 
blood pressure. 

On entry she appeared critically ill, was in great respira- 
tory distress and presented signs typical of tension pneu- 
mothorax on the left side; 1 ce. of air was removed im- 
mediately by aspiration, resulting in definite relief of her 
symptoms. On the following day there was evidence of left 
pheapal effusion, but no tap was performed because of the 
marked improvement in the patient’s condition. On July 
21, however, 300 cc. of straw-colored fluid was removed from 
the left side of the chest, and on July 31, 300 cc. of bloody 
fluid was aspirated. A low-grade fever (maximum temperature 
of 100°F.) persisted for several weeks, but gradually subsided 
with the resorption of the chest fluid. 

The temperature was 97.8°F., the 
respirations 44. e blood pressure was 

X-ray studies confirmed the findings of pneumothorax 
and hydropneumothorax. 

Guinea-pig inoculations performed on two occasions with 
the pleural fluid were negative for tuberculosis. 

¢ patient was discharged on October 4, asymptomatic, 
and showing only the evidences of thickened pleura by x-ra 
study. The diagnosis was spontaneous pneumothorax wit 
complicating hydrothorax and hemopneumothorax. 

On February 26, 1938, approximately 2 1/2 years later 
she was readmitted to the ton City Hospital. She had 
been perfectly well in the interim, until the day prior to 
entry, when she no e sudden onset of pain in the region 
of the left shoulder, radiating downward over the left pos- 
terior portion of the chest and axilla. The pain had occurred 
while she was walking down the street. Deep breathing and 
aggravated the pain. 

On p wy examination the patient did not appear 
acutely ill or distressed. The lungs were essentially normal. 
The area over the sternum was hyperresonant to percussion, 
and cardiac duliness was obliterated. With the patient leaning 
forward the spemereananss over the sternum was lost. Just 
to the left of the lower end of the sternum definite mediastinal 
crepitation was audible. This finding was confirmed by several 
observers. No subcutaneous emphysema was demonstrable. 

X-ray examination of the chest on the following day 
revealed clear lung fields. 

e course in the hospital was perfectly benign, and the 
patient was discharged on March 4, with a diagnosis of medi- 
astinal emphysema. 

A note received by the hospital from this patient in April, 
1947, disclosed that she was in excellent physical condition, 
and that she had had no further recurrences of her former 
difficulties. 
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A review of the pathogenesis and predisposing 
factors in the development of mediastinal emphy- 
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sema is presented, along with the signs and symp- 
toms characteristic of the condition. 

In view of the many factors, often overlooked, 
that lead to the development of mediastinal emphy- 
sema, it seems advisable to drop the term “spon- 
taneous” in such cases. 

Although the majority of cases pursue a benign 
course, one should always be watchful for signs 
of severe mediastinal compression, which may 
require mediastinotomy as a life-saving measure. 

The common complication of tension pneumo- 
thorax requires measures to decompress the pleural 
cavity. 

The possibility that many cases of so-called 
“spontaneous” pneumothorax, especially when left- 
sided, actually represent a phase of mediastinal 
emphysema, is pointed out. 

Nine cases illustrative of various aspects of media- 
stinal emphysema are presented. 
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PROCEEDINGS OF THE ONE HUNDRED AND FIFTY-EIGHTH 
ANNIVERSARY (Continued) 


House of Delegates, June 13, 14 and 15, 1949 


Dr. Sycamore moved that each county medical 
society be requested to take action similar to the 
action taken by the Cheshire County Medical 
Society, to appoint a committee of the staff to re- 
view the Blue Cross and Blue Shield admissions, 
and, secondly, that each hospital staff be urged to 
co-operate fully with Blue Shield, by appointing an 
active review committee, and that each county com- 
mittee of the educational campaign be instructed to 
communicate with each hospital in the county to 
secure co-operation in this program. 

The motion was duly seconded. 

The Speaker then asked for a vote on the motion, 
which was carried. 

The Speaker asked for a vote on the second part 
of the motion — that each hospital staff be asked to 
co-operate fully with Blue Cross by appointing an 
active review committee. The motion was carried. 
The next part of the motion, that each county com- 
mittee of the educational campaign be instructed 
to communicate with each hospital in the county 
for their co-operation in the program, was then put 
to vote and carried. 

Speaker Dube observed that the Committee on 
Medical Economics should bring up the question 
of electing or re-electing the officers for the Blue 
Shield. 

Dr. Sycamore stated that it was the duty of the 
House of Delegates to approve the Board of Direc- 
tors for the Blue Shield. He moved that the follow- 
ing officers of Blue Shield be approved: Leslie K. 
Sycamore, of Hanover, president; Hiram E. Upton, 
of Burlington, Vermont, vice-president; Charles 
R. Eastman, of Kensington, vice-president; Ray 
W. Pert, of Concord, treasurer; and Frank J. 
Sulloway, of Concord, clerk. The directors in- 
cluded the following: F. Ray Adams, of Spring- 
field, Vermont; Right Reverend Monsignor J. S. 
Buckley, of Concord; O. E. Cain, of Keene; 
Laurence C. Campbell, of Barre, Vermont; Albert 
M. Cram, of Bridgewater, Vermont; Right Reverend 
Bishop John T. Dallas, cf Lee; Harold Daoust, of 
Nashua; Francis J. C. Dube, of Center Ossipee; 
Fred Fernald, of Nottingham; Theodore H. Har- 


wood, of Burlington, Vermont; John A. Hunter, 
of Dover; Elbridge E. Johnston, of St. Johnsbury, 
Vermont; Douglas Kitchel, of St. Johnsbury, Ver- 
mont; James M. Langley, of Concord; John Lawson, 
of Barre, Vermont; Roland McSweeney, of Brattle- 
boro, Vermont; Frank A. Mahoney, of Bennington, 
Vermont; Carleton R. Metcalf, of Concord; S. 
Aldis Miller, of St. Albans, Vermont; J. J. Morin, 
of Rochester; Clinton R. Mullins, of Concord; 
George M. Putnam, of Contoocook; Allan D. 
Sutherland, of Brattleboro, Vermont; Roy D. 
Watkins of Rutland, Vermont; and _ Isadore 
Zimmerman, of Manchester. R. S. Spaulding was 
named executive director. 

This motion was seconded and was carried. 

The report of the Committee on Medical Educa- 
tion and Hospitals was then presented, as follows: 


The chief activities of this committee during the past 
year have been in connection with the work of the ad- 
visory councils appointed by the State to consult with 
the Desqsament “5 Health, which functions as the ad- 
ministrative agency in the operation of the Hill-Burton 
Hospital Act within the State, and an Advisory Board, 
which was made up of the same membership, to act with 
the Department of Health on new legislation in the field 
of hospital licensure. 

The formulation of a State plan of hospitalization has 
been completed and is about to be published. The specific 
hospital projects within this plan have been delayed 
principally because of the problems of local finance and 
the uncertainty of costs. Although in the general field 
of construction it has been presumed that costs have 
stabilized themselves, there has been no large amount of 
substantiation of this supposition by the few instances 
where plans have been submitted for actual bid. It is 
believed that the progress in the field of the State hospital 
plan has been satisfactory and has been generally well 
accepted. 

During the past year the Department of Health has 
conducted hospital inspections in conformity with 
new laws regarding licensure. This legislation was de- 
signed to put more control in the Department of Health, 
paneer in relation to nonpublic institutions, which 

ave been poorly controlled in the past, and fire hazards, 
medical supervision and so forth. e adoption of any 
regulations, which must be standard in their application, 
has brought perhaps minor irritations to some of the older 
and well established institutions, but it is to be remembered 
that reasonable uniformity in requirements are necessary 
to the carrying out of the whole program. 

This committee believes that the Society should make 
an official effort to increase the enrollment of its member- 
ship at the New England Postgraduate Assembly. The 


2 
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Assembly was held last year at the Copley Plaza Hotel, 
Boston, on November 3, 4 and 5, with a total registration 
of 804, of which New Hampshire contributed an enroll- 
ment of 49. This assembly, which is largely an effort of 
the Massachusetts Medical Society, has n of increas- 
ing value. Its sponsorship may ultimately come under 
the various New England state medical societies, a topic 
that has already been discussed before the Council of the 
New England State Medical Societies; if adopted, this 
plan would make the assembly a 
responsibility of the New Hampshire Medical Society. 
Meanwhile, efforts could be made among the county 
societies to inform the members of the value and the 
proximity of this program. 


Joun P. Bowrer, Chairman 
ames W. JAMESON 
owarp P. Sawyer 


Dr. Leonard, for the Committee on Officers’ 
Reports, submitted a minor correction to the re- 
port backed by a list received from the chairman of 
registration of the 1948 New England Postgraduate 
Assembly. Inasmuch as this improves the posi- 
tion of New Hampshire in the roll call, a census of 
55 instead of 49 New Hampshire doctors registered 
at the Assembly was reported. By New Hampshire 
counties, they were as follows: Hillsborough, 13; 
Rockingham, 11; Grafton, 7; Merrimack, 7; 
Strafford, 5; Belknap, 4; Cheshire, 4; Carroll, 2; 
Coos, 1; and Sullivan, 1. There were 24 doctors 
who went from the counties bordering on Mas- 
sachusetts; 31 went from the other counties. Only 
33 New Hampshire doctors attended the Assembly 
in 1947, so that the 1948 registration represented 
nearly double the former attendance. 

Dr. Leonard moved that the report of the Com- 
mittee on Medical Education and Hospitals be 


This motion was duly seconded and was carried. 
The report of the Committee on Mental Hygiene 
was presented, as follows: 


Two bills pertaining to commitment to the state hos- 
ital and nomenclature of forms to be used were passed. 
e, a voluntary act on the part of the patient, now re- 
quires agreement to a two-month period of treatment and 
a two-week period, after their request for release, prior 
to discharge. This permits a longer period of treatment, 
which in nearly every case is necessary to obtain the 
maximum benefit, because although the advanced type 
of treatment of shock therapy shortens the duration, 
the length of stay permits psychotherapy together with 
“total push” used with groups. Time is also obtained to 
complete a more intensive study of the personality traits 
in each case. 

The second, on the regular form of commitment by two 
physicians has finally permitted the doing away with 
the now obsolete term “insane” and allows the committing 
physicians to interpret emotional functional conditions of 
a severe or moderately severe nature, permitting a reg- 
ular commitment. It also allows for the removal of the 
stigma of the terminology “insane,” which the patients, 
as well as their relatives, disliked so much. 

e State has been very fortunate in the fact that Dr. 
John L. Smalldon has become superintendent of «the 
state hospital. He has brought to his duties years of 
experience in psychiatry and administrative ability so 
essential to this type of hospital. Under his leadership, 
those who work with him have already been definitely 
stimulated to intensified effort, not only on effecting cures 
in those already mentally ill but also to assist in promot- 
of mental illness. 

lore and greater efforts must be made toward the 
prevention of this form of illness, for as the span of life 
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physically has been prolonged, we are perceiving an in- 
crease of anxiety or depressed states in the aging person 
due to various environmental factors. If reached early 
a psychosis of severe nature may be avoided, and the 
necessity of hospitalization prevented. At the present 
time 44 per cent of admissions to the state hospital occur 
in persons over sixty-five years of age. Either steps to 
prevent must be found or else such an overcrowding 
will occur that some form of community hospital will have 
to be arranged for in each county. 

From the hospital has emanated the development of 
outpatient clinics in Rochester, Portsmouth, Nashua, 
Manchester, Keene and Claremont. Soon we hope that 
clinics will be arranged for in Laconia and Berlin. Pri- 
marily, these are for follow-up work with patients suffi- 
ciently recovered to have returned to their homes, but 
they may be made available for cases referred by bm 
sicians when patients are in need of psychiatric advice 
and are financially unable to go to some psychiatrist in 

rivate practice. In addition, the Mental Hygiene Child 

uidance Clinics under the director, Dr. Anna Philbrook, 
have been continued with admirable success, which might 
be further enhanced by increased personnel. 

More adequate extension of the services of the mental- 
hygiene clinics in the State has been hampered by lack 
of adequately trained personnel. This in turn has re- 
sulted from the inability of the classification board that 
determines the salaries paid to various state employees 
to raise the minimum salaries for qualified applicants 
to equal that granted in other New England states. Un- 
less a special effort is made to obtain an adequate staff 
for the clinics and the study home contemplated in former 
Governor Winant’s residence, the entire mental-hygiene 
program will remain bogged down and become a program 
on paper <_*, The director of the Mental Hygiene Clinic 
will not be able under the circumstances to carry on alone 
as far as the psychiatric end is concerned, for the ad- 
ministrative duties will no doubt absorb much of her 
time, leaving little time for clinical work with patients. 
In view of the fact on ps of the funds for the Mental 
Hygiene Clinics is of federal origin, this niggardliness in 
such an important program appears ill advised, espe- 
cially when one of the aims of the Mental Hygiene Clinics 
is to prevent the need for hospitalization for future pa- 
tients in the state hospital. 

The Committee desires also to bring to your attention 
that during this past year the Department of Mental 
Hygiene and Child Guidance Clinics took another step 
forward toward its goal of establishing a study and re- 
ceiving home. The home of the late Ambassador John 
Winant was purchased by the State for this purpose. The 
state program is now titled “Winant House, New Ham 
shire Mental Hygiene Clinics.” The proposed use of the 

inant house is for the diagnosis and treatment of emo- 
tionally disturbed children needing more careful diag- 
nosis than can be provided in any existing outpatient 
clinic, thus helping to prevent delinquency and later 
mental illness. This service is provided he children need- 
ing a more extended period of psychiatric treatment, ex- 
cluding those with diagnoses of psychosis, epilepsy, feeble- 
mat tw. He or needing long-term care. The Clinics moved 
from the Thayer Building at the state hospital on Novem- 
ber 15, 1948. Since that time a full schedule of clinics 
has continued, in addition to planning with trustees 
and architects for remodeling. e have had interviews 
with applicants for positions such as matrons, caretakers, 
girls and boys as supervisors, nurses and teachers. The 
staff are very interested and enthusiastic about this proj- 
ect and have given much time and thought toward mak- 
ing sound plans for a program that will benefit many 
children and parents. 

There are two buildings — the main house with twenty- 
five rooms and seven Teche, and the kennel building, 
which has two four-room apartments upstairs as well as 
a large room with the same space downstairs. The main 
house will be used as a residence for twenty-five children 
and at first will be a combined unit for both receiving and 
study home. The building will require a minimum of 
remodeling and will give the children an environment that 
is homelike and not crowded. The children will be living 
in rooms that are large, sunny and pleasant; therefore, 
sleeping arrangements will not be crowded. There will 
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be single and double rooms. The maximum will be four 
in a room. This will afford privacy, which is much needed 
fer children who are emotionally disturbed. The kennel 
building will be the administrative building and will house 
the clinic staff and medical unit. 

The thirty-two acres of wooded land will be ideal for 
children’s picnics, hikes and nature study. There will be 
two playground areas, one for younger group and one for 
older children, as well as a swimming pool. 

It is believed that this program can get under way well 
within the capital funds appropriated for this purpose. 

From November, 1948, to March, 1949, 71 clinics have 
been held, 465 individual patients have been seen, and 
there were 525 total visits to the clinics. 

e need for a state-wide program for dealing with 
alcoholism is an accepted fact. Many alcoholic patients 
would benefit from a judiciously executed program of 
physical and mental rehabilitation. At present much of 
the load is being carried by members of the state-hospital 
staff, for the admission rate for alcoholism has increased 
from 2 to 14 per cent of all admissions in the past year. 
There are plans proposed by the Board of Inebriates for 
the opening of a special hospital for the treatment of 
alcoholism in the State. This, besides entailing a high 
initial financial outlay, will also require a large annual 
budget for maintenance and with the mental-hygiene 
system in the State ed down for lack of funds for 
qualified personnel, the advisability of proceeding with an 
expensive plan for the treatment of alcoholism should 

given closer scrutiny before another white elephant is 
foisted on the taxpayer. It is suggested that an independ- 
ent study be made of existing facilities for the treatment 
of alcoholism, and at least one psychiatrist and one other 
ph sician included in this board. The problem of alco- 

ism in New Hampshire differs considerably from that 
in other New England states or New York State. The 
incidence of alcoholism is less, and in view of the fact 
that in most instances the problem is psychiatric or psycho- 
somatic, the advantage of having the treatment of alco- 
holism come under both the Department of Health and 
Mental Hygiene Clinics should be considered. 

The last suggestion is that a law to be presented to the 
Legislature be sponsored and supported by the Society. 
This law would permit children under five years of age, 
who required treatment or care for mental deficiency, 
to be entered at the Laconia State School. At this time 
no facilities that are really suitable are actually available 
for such children, and many social agencies are at a loss 
as to how they can adequately care for these children, 
for the homes are very frequently entirely unsuited to 
care for them for obvious reasons. 

The carrying out of such a law would also require the 
voting of sufficient funds to provide, at the Laconia State 

1, for increase of personnel and quarters for such 
children. 

Finally every effort, from all sources, including social 
agencies, churches, mental hygiene clinics, psychiatrists 
in private practice and physicians generally should be 
directed toward the prevention of mental illness or at least 
its early recognition and ‘institution of proper treatment 
to prevent a more serious condition from developing. 

A. B. Howarp, M.D. 
Simon Stone, M.D. 
Epwarp S. Morais, M.D. 


Dr. Leonard, for the Committee on Officers’ 
Reports, moved that the report of the Committee 
on Mental Hygiene, with its recommendations, be 
accepted. 

This motion was duly seconded and was carried. 

The report of the Committee on National Emer- 
gency Medical Service was then presented: 


In the report submitted by this committee last year it 
was stated that plans and enabling legislation for civilian 
defense must be necessarily on a national level and that 
organizations on a local level must wait directives or 

ers from the Office of the Director of National Defense. 
In the interim since that report much thought and study 
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has been given to the problem by the Office of Civil De- 
fense Planning. Chairman Russell J. Hopley of the Civil 
Defense Planning Board submitted a report to the Secre- 
tary of Defense in November, 1948. This report was 300 
pages of text, was supplemented by 17 organizational 
charts and proposed model legislation on federal, county 
and local levels and is purchasable for $1.00 from the 
Superintendent of Documents, United States Printing 
ce, Washington 25, D. C. In this report it was recom- 
mended that the Director of the Office of Civil Defense 
Planning should report to the Secretary of Defense or 
directly to the President. The former was thought to be 
preferable. Four deputy directors are provided for: plans 
and operations, mollent and health service and special- 
weapons, technical services and — Under the 
general supervision of the medical and health services 
and special-weapons defense deputy director would be 
four broad divisions: medical and health services, radio- 
logic defense, chemical defense and “other special-weapons 
defense,” the last named concerning itself with a subject 
that is still alluded to only inferentially — biologic war- 
fare. It was recommended by Mr. Hopley’s committee 
that bureaus organized similarly would set up by the 
several states, cities and metropolitan areas. It is recom- 
mended by your committee that no action on the recom- 
mendations of this report by Mr. Hopley be taken until 
the report has been studied by the Council on Medical 
Emergency Service of the American Medical Association 
and suitable directives from the latter promulgated. Be- 
cause of growing interest in civilian defense and disaster 
planning, and because the enormous impact of nuclear 
physics and chemistry with its attendant hazards has al- 
ready shaped the size of things to come, it is believed that 
the attention of the members of the Society should be 
directed to two communications on this subject. One, 
entitled “Problems of Medical Care in the Atomic Age,” 
by Harold Lueth, M.D., appeared in the Jilinois Medical 
age for August, 1948, and another, entitled “Medical 
are of the Nation in the Event of Another War,” by 
James C. Sargent, M.D., appeared in the Journal of the 
American Medical Association of January 15, 1949. 

A matter of grave concern to the nation during the past 
nine months is the critical shortage of doctors in the armed 
forces. In February the Armed Forces Medical Advisory 
Committee advised Secretary of Defense James Forrestal 
to start a drive to recruit four thousand doctors and den- 
tists for the armed forces by December, 1949. That com- 
mittee asserted that medical students who completed 
their studies while others were in uniform were under 
“moral obligation to serve now.” The committee set up 
to advise Mr. Forrestal on medical needs of the armed 
forces termed the shortage of doctors and dentists critical. 
They asked the Secretary to in a recruiting drive im- 
mediately directed toward 15, young men who were 
deferred in World War II in order to complete their pro- 
fessional training. The Armed Forces Medical Advisory 
Committee estimated that the armed forces would be short 
1500 physicians and 1600 dentists by July 30, 1949, and 
2200 physicians and 1400 dentists by December, 1949. 
This advisory committee is composed of members of the 
American Medical Association, resentatives of the 
Surgeons General of the Army and Navy, and the Air 
Force Surgeon. Thus, there is civilian medical represen- 
tation at this high-policy level of the Government whose 
aim will be to safeguard the interests of the public, the 
armed forces and the medical profession. This committee 
wishes to point out to gpoepestve volunteers for the 
armed forces that the Medical Administrative Corps has 
been expanded so as to leave doctors more time for medical 
duties and to relieve them of paper work. An additional 
stipend of $100.00 per month is being paid to medical 
officers who volunteeer for active duty prior to being called 
for induction. Training opportunities and career-guidance 
plans have been developed. Intensified research programs 
have been activated. Numerous other changes effected 
make service in the armed forces a more valuable professional 
experience than has heretofore been the case. It can safely 
be predicted that the doctors needed by the armed services 
will be obtained one way or another and if it is not done 
on a voluntary basis it will be done compulsorily. This 
committee reiterates this year its belief that young phy- 
sicians who derived all or a part of their medical education 


from the Army ASTP program or the Navy V-12 
gram and who have not already served on active duty 
should be the first group of physicians to volunteer for 
active duty with the armed forces. On December 12, 1948, 
President Sensenich of the American Medical Association 


addressed a letter to these young doctors urging them to 
volunteer for service in the armed forces. Of the physicians 
under the age of twenty-six years who were written to, 
only 500 requested application blanks for a commission. 

is, of course, was very short of the anticipated number 
of requests for commissions. There were a total of about 
8000 such doctors whose education was provided for by 
the Government under ASTP and YV-12 programs. In 
March Secretary Forrestal sent a letter to each of these 
men urging them to volunteer immediately for active duty 
in such numbers as to allow replacement of medical officers 
now on active duty who have had two years of active duty 
following ASTP or V-12 training. 

Your committee strongly supports the program of the 
Government to recruit tors for the armed forces and 
urges doctors who have served little or no time on active 
duty to volunteer now. 


Daniet J. Suttivayn, M.D. 
Crarence E. Dunnar, M.D. 
Joun C. Ecxets, M.D. 
Joseru M. McCartny, M.D. 
Bernarp J. Mannino, M.D. 


Dr. Leonard, for the Committee on Officers’ 
Reports, moved that the House of Delegates place 
on record the following statement and instruct the 
Secretary to transmit it to each member of the 
Society and to the press: ‘““The House of Delegates, 
as the representative governing body of the New 
Hampshire Medical Society, believes that the in- 
creasing needs of the armed forces place a moral 
obligation upon the young physicians in the Society 
who derived all or part of their medical education 
at the expense of the Government and who have not 
yet served on active duty.” He also moved that the 
Report of the Committee on National Emergency 
Medical Service be accepted. 

After some discussion the first motion was carried. 

Dr. Leonard then moved that the Report of the 
Committee on National Emergency Medical Service 
be accepted. 

This motion was duly seconded and was carried. 

The report of the Committee on Public Health 
was then presented, as follows: 


The Committee has been active in the various hearings 
of public-health bills introduced into the current session 
of the General Court. 

Senate Bill No. 7, an act relative to the practice of 
physiotherapy, received careful attention, and consider- 
able time was spent on its investigation and on presenta- 
tion of arguments against the original writing of the Bill. 
It was believed that such freedom as the Bill provided 
the physiotherapist would materially jeopardize the ac- 
cepted standards of medicine in New Hampshire. 

Other bills affecting the public health were also given 
attention in form of consultations, appearance at hear- 
ings and personal conversations. 

Owing to the extensive attention given to medicine by 
the 8lst Congress it was thought wise not to promulgate 
any considerable changes in the present public-health or- 
ganization within the State. Letters have been written 
to the New Hampshire delegation in Congress, and per- 
sonal interviews were held with two of the members. 
Assurances were given that everything in their power 
would be done to thwart any measures conducive to the 
lowering of medical practice or the altering of the phy- 
sician-patient system. 

Donan G. Barton, Chairman 
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Dr. Leonard, for the Committee on Officers’ 


Reports, moved that the report of the Committee 
on Public Health be accepted. 


This motion was duly seconded and was carried. 
Dr. Leonard then moved that the sum of $100.00 


be contributed to the Council of the New England 
State Medical Societies. 


This motion was duly seconded and was carried. 
The report of the Committee on Tuberculosis was 


presented: 


The arias tone of our country in World War I was but 
a few re ahead when the Society authorized the forma- 
tion of this committee. In that year, 1914, tuberculosis 
was close to the top of the list among the leading causes 
of death throughout the nation and in the State. The 
death toll from tuberculosis in New Hampshire was over 
500 annually, and the death rate 114 per 100,000 popula- 
ton, 

The intervening years have witnessed increasing develo 
ment and acceleration of knowledge, equipment and facili- 
ties to control the disease throughout the nation and in 
the State. Tremendous progress has been made, and the 
gains that have been achieved in reducing the mortality 
and morbidity of tuberculosis cause many tuberculosis 
workers to speak hopefully of the possibility of actual 
eradication of the disease in fifteen to twenty-five years. 

€ more conservative among us estimate a period of 
pumpeny fifty years for complete eradication of 
tuberculosis in the United States, assuming continued in- 
tensive efforts for control and eradication, and barring the 
occurrence of unfavorable factors such as serious depres- 
sion, widespread unemployment and resultant inadequate 
nutrition for great proportions of the people. 

The progress in the control and toward the eradication 
of tuberculosis in New Hampshire is particularly gratify- 
ing. The 1914 toll has been reduced to 85 deaths in 1947 
and a rate of 15.5 per 100,000 population and in 1948 to 
68 deaths and a rate of 13.1. New Hampshire has the 
lowest mortality rate of any state east of the Mississippi 
River, and stands fourth in the nation. Since 1915 the 
decline in the tuberculosis death rate in New Hampshire 
has been the greatest in the nation, being approximately 
87 r cent. This encouraging record is particularly 
gratifying in view of the fact that the State is the second 
most highly industrialized among the states of the nation 
in proportion to population. 

We believe it is a most laudable ambition, and within 
our possibilities, for New Hampshire to increase the effec- 
tiveness of its campaign to the end that the State may be 
the first among the states of the nation to win the goal of 
complete eradication. 

The phenomenal gains that have been won and the 
promising outlook for the ultimate eradication of tuber- 
culosis are due in large part to the whole-hearted co-opera- 
tion of physicians, nurses, other professional workers, 
tuberculosis patients and the people in both governmental 
and voluntary capacities in the efforts for control and eradi- 
cation. 

Throughout the years the Committee on Tuberculosis 
has endeavored to stimulate the interest and enlist the 
active support of members of the Society in the campaign 
for control and eradication. It has also endeavored to 
give all possible assistance to members of the Society in 
ae services for the early discovery of tuberculosis 
among their patients and in the families of their patients. 
The entire facilities of the chest clinics throughout the 
State, with resources of chest x-ray examinations, tuber- 
culin tests and tuberculosis nurses’ services, have been 

laced at their disposal. These facilities have been utilized 

y the physicians to an increasing extent, more particularly 
during the past five years, not only for checkup on known 
and suspected cases but also for the examination of con- 
tacts. 

Probably in no other state in the nation is so large a 
proportion of the physicians participating actively in the 
program for discovery and prompt supervision and treat- 
ment of tuberculosis. There is good reason to believe that 
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this is the deciding factor in the phenomenal reduction in 
tuberculosis mortality and morbidity. : 

Our sanatoriums have contributed greatly to the reduc- 
tion in the death rate from tuberculosis. Yet it is found 
that a large number of active cases are under supervision 
and treatment in homes. The increasing use of chest sur- 
gery, particularly thoracoplasty, has contributed ma- 
— to the number of cured cases in many parts of the 

tate. 

Within the past year the Department of Health has ob- 
tained a traveling chest x-ray unit for mass x-ray examina- 
tions. This unit is designed to provide chest x-ray studies 
for large numbers of people upon an industry-wide or 
even community-wide basis. It is emphasized that if 
everyone received such an examination all cases of tuber- 
culosis would be discovered. However, there is much 
more to such a program than mere x-ray examination. 
If such a program is to be a success, much preliminary 
work must be done in the industry or the community 
people respond. ually important, after the taking o 
the x-ray films adequate follow-up work has to be done 
to determine which cases are clinically active. Many 
films show shadows suggestive of tuberculosis, when no 
clinical disease is present. Experience reveals that in a 
state with a low mortality and morbidity from tuberculosis, 
such as New Hampshire, a considerable percentage of the 
films showing shadows suggestive of tuberculosis are found 
to be those of well nourished persons who are free from 
symptoms. These are usually cases of spontaneously healed 
tuberculosis. Yet the discovery of hitherto unknown ac- 
tive cases can hasten the goal of eradication. It must be 
remembered that it is also possible for chest x-ray films 
to appear normal in some persons in whom active clinical 
tuberculosis is present, since approximately 25 per cent 
of the lungs is hidden by the bony framework of the chest 
and the chest organs. ere are also certain dangers that 
must be recognized if the full value of the x-ray survey is 
to be obtained. One of these is the average layman’s belief 
that if his x-ray film is normal he does not have tuberculosis. 
Another is that one negative chest x-ray examination means 
that the person will not have tuberculosis in the future. 
Both conclusions are sadly erroneous. It cannot be too 
strongly emphasized that although chest x-ray examina- 
tion is a distinct aid in the diagnosis of tuberculosis a definite 
diagnosis should not be made from the x-ray film alone, 
nor is it always possible to rule out tuberculosis on that 
basis alone. All the resources for diagnosis, such as his- 
tory, physical examination, sputum examinations, gastric 
lavage and sedimentation rate, may be needed to establish 
or rule out a case of clinically active pulmonary tuberculosis. 

The traveling unit of the Department of Health pro- 
vides a 70-mm. film. This is the “screening process.” 
When the suspicious cases are found the 70-mm. film 
must be followed up by a standard 14-by-17-inch film. 
However, as has been said before, a film of any size must 
be considered as a diagnostic aid to be used in collabora- 
tion with all other resources to establish a definite diag- 
nosis. 

The success of a mass chest x-ray survey depends upon 
adequate follow-up study of all suspicious cases. This is a 
real responsibility. Failure to meet it can ruin the entire 
program. The responsibility rests largely with the general 

ractitioner. Here in New Hampshire, as elsewhere, the 
partment of Health refers patients with suspicious 
shadows upon the films to their own physicians. In many 
cases responsibility has been accepted and serious effort 
made to establish a definite diagnosis, and to facilitate 
prompt and adequate treatment. In some cases duty has 

n shirked, and occasionally x-ray reading has been 
ow to the patient with indifferent advice about follow-up 
study. 

Our eye with the tuberculin test convinces us 
that it will play an important part in the final eradication 
of tuberculosis. This test is most valuable when the death 
rate is low and there are comparatively few reactors. 
It is more significant after the death rate has been reduced 
and there are comparatively few cases to be found. The 
mass x-ray surveys are most useful when the death rate 
is high and the incidence of positive tuberculin-test re- 
actors is high. The percentage of positive reactors to the 
tuberculin test among the young people of high school 
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age in New Hampshire has been reduced from approxi- 
mately 60 twenty-five years ago to about 10 at the present 
time. It is not a large undertaking to test all children of 
school age. A child who presents a positive reaction should 
be considered a potential case of clinical tuberculosis and 
kept under supervision. 

Of equal importance, search should be made for the 
source of infection in the families of positive reactors in 
children. The younger the child, the more likely it is 
that the source of the infection is in the immediate house- 
hold. In 2 recent cases of positive-reactor children, the 
mother in one, and the father in the other were found to 
have active pulmonary tuberculosis, with tubercle bacilli 
in the sputum. The co-operation of the parents in both 
cases was brought about through the interest and active 
part taken by the family physicians. ; 

It should always be remembered that tuberculosis is 
present as much in the older age group as in young per- 
sons. The older people deserve more attention and need 
more checkups for tuberculosis than they are receiving 
now, and are often the source of infection of youn 
family members or associates. The coughing grandmother 
taking care of the baby is frequently the cause of tuber- 
culous meningitis. 

Many advances have recently been made in the treat- 
ment of tuberculosis. Surgery has played an important 
part, and has taken a high place in treatment. Several 
years of use of streptomycin and other antibiotics have 
served to demonstrate their advantages, disadvantages 
and limitations in the treatment of tuberculosis. It is 

ssible that in the future some antibiotic may prove to 

the long-sought cure. 

In this report the Committee has sought to present a 
brief outline of our present position in the fight against 
human tuberculosis in New Hampshire, our objectives, 
and an appeal for the continued whole-hearted participa- 
tion of our membership. For the success of the program 
for cortrol and eradication a large measure of credit and 
appreciation is due to the physicians of New Hampshire. 
it the future program for eradication is to function at its 
best, it must be recognized and accepted by the general 
practitioner that no plan can be a success without his as- 
sistance and co-operation. 

The Committee urges the continued and increased use 
of the chest x-ray examination by physicians in their 
general practice and in the hospitals. e also urge the 
wholehearted co-operation of the members in the mass 
chest x-ray surveys of the Department of Health. Particu- 
larly do we urge prompt follow-up study by the physician 
of all persons whose chest x-ray films show definite or 
suspicious shadows. Every resource should be utilized 
by the members to establish the presence or absence of 
clinically active pulmonary tuberculosis in these cases. 

‘e hope for the continued whole-hearted co-operation 
of the members in the tuberculin testing of the school 
population of the State to the end that all potential cases 
may be found, as well as the patients with possibly active 
“open” cases who may be the spreaders of the infection 


among them. 
Rosert B. Kerr, M.D. 
Frank G. Setpon, M.D. 
Josern D. Srrinc, M.D. 


Dr. Leonard, for the Committee on Officers’ 
Reports, moved that the report of the Committee 
on Tuberculosis be accepted. 

This motion was duly seconded and was carried. 

Mr. Angus B. Woodbury, for the Committee on 
Public Relations, then described the campaign in 
New Hampshire against compulsory health in- 
surance. 


The Committee on Public Relations met on March 13, 
1949, and determined to put in force some plan to counter- 
act growing interest in President Truman’s compulsory 
health insurance legislation. 

e Angus B. Woodbury advertising and public-rela- 
tions agency was consulted and subsequently engaged to 
carry out the Socicty’s educational and informational 
campaign. 


830 


Action was immediate. The agency prepared releases 
for newspapers and radio stations announcing plans for 
the campaign. At the same time a representative of the 

bury firm was assigned to the task of organizing 
‘co-ordinating committees” throughout the State. 

The immediate objective — to organize and to pub- 
licize — was carried out with dispatch, and within ten 
days the people of the State were aware that the doctors 
intended to broaden medical services and urge greater 
patient-physician participation in voluntary health care 

lans as the best assurance against compulsory health 
insurance or socialized medicine. 

An organizational plan written by the agency was put 
into actual operation in every county. By the end of the 
first month these various committees were quite well 

anized. 

pearheading the New Hampshire campaign was an 
extensive publicity effort, which at the end of three months 

resulted in the publishing of some 1500 column inches 
of copy. Had this been purchased at ordinary newspaper 
advertising rates, the total cost to the Society would have 
been approximately $13,000. Owing to the news value 
of the releases prepared by the agency and submitted to 
the newspapers, editors found reader interest in them, 
and this extensive publicity was obtained without cost. 

Co-ordinated with the publicity part of the public- 
relations program was a speaking schedule. The agency 
was able to enroll support of several prominent citizens, 
who, along with the campaign staff, have filled more than 50 
speaking engagements throughout the State. It is con- 
servatively estimated that between 4500 and 5000 people 
have heard some of our speakers outline the danger points 
of socialized medicine. 

We have speakers scheduled through July 11. 

Upwards of 20,000 pieces of literature have been dis- 
tributed, most of it personally to members of county “‘co- 
ordinating committees” by the campaign staff. 

Extremely close contact has been maintained between 
the Society’s public-relations counsel and the various 
voluntary health care programs, particularly Blue Cross 
and Blue Shield. 

ne we to the liaison established and developed, there has 
resulted an obviously increased and improved relation 
between the Society and the county societies, the pharma- 
cists, nurses a pital units. We cite the Cheshire 
County Medical Society proposal as the best example. 

On at least three occasions the New Hampshire Medical 
Society has been publicly complimented for having one 
of the best organized and most effective campaigns against 
socialized medicine in the country. 

A worthwhile and efficient organization has been built 
up in New Hampshire. It has now begun to function well, 
but each organization or “co-ordinating committee” is 
aware that much still remains to be done if the defeat of 
socialized medicine is to be accomplished. 

This civilian and professional organizational effort ought 
to be continued, developed and enlarged as the occasion 
demands. 

The effort put forth in this state has resulted in more 
than 4500 individual letters to the congressional dele- 
gation in Washington and to the President, in opposition 
to socialized medicine; as a result of such overwhelming 
public opinion, the delegation has committed itself to 
oppose compulsory h insurance legislation as cur- 
rently proposed. 

Maintaining status quo will not be enough. 

Actually only a small percentage of the people of the 
State have yet exp themselves on this all-important 
comet issue. Much educational work remains to be 

ne. 

_It is known that there are at least half a dozen “health 
bills” before Congress, any one of which might be pressed 
for adoption as an Administration measure. True, Senate 
Bill No. 5, and its House counterpart, No. 783, are ac- 
cepted as being the “Truman plans.” However, should 
public opinion change nationally, congressional sentiment, 
which now seems to be in favor of voluntary rather than 
compulsory insurance, might change — perhaps overnight. 
The best assurance against subterfuge is a strong, con- 
tinued and active campaign. 

Through this educational campaign effort, the physicians 
have stepped up their public relations to a point of favor 
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in the eyes of the press as well as the general public. Good 
relations through public relations ought to be maintained 
as a safeguard, not only in opposing socialized medicine 
but also in furthering voluntary health care. 

To date, the Society’s three-month campaign has been 
effective and therefore successful. It has made it possible 
for more New Hampshire people to understand better the 
dangers of = health insurance than was antici- 
pated last March. 

The campaign has been an affirmative one in that out 
of it has come something constructive — the Cheshire 
County Medical Society plan being a case in point. 

The total estimated cost is $2899.93. 

Hearings have already started in the House and Senate 
on the hodgepodge of national “health bills.” These 
hearings are bein closely watched by the American Medi- 
cal Association. benew ere in this maze of social-reform 
measures will be found legislation with a preponderance 
of compulsion attached to it. Just what form and charac- 
ter legislation will take once it clears either House or 
Senate subcommittees is as mystifying as the reason why 
the President still insists on compulsory health insurance 
without a public demand for it. 

But, politics being a continuing guessing game, neither 
the American Medical Association nor individual state 
medical societies can afford to lower their guard to a point 
of being ill prepared to meet social schemers in their whims 
about medicine. The only real answer, obviously, is to 
keep organizations active. 

Subcommittee hearings, such as are now going on, can 
be lengthy affairs. They can be adjourned without prior 
notice. They can be postponed if it appears politically ex- 
pedient to do so. They can be stepped up or abandoned. 

Health measures, including compulsory health insurance, 
could be tossed into the full committee — either in the 
House or Senate — tomorrow. This probably will not 
happen, however, — and for several reasons. 

President Truman, it must be remembered, has told the 
American people that he thinks they need, want and must 
have Government-controlled medicine. For some reason 
yet to be explained, he believes that there is a people’s 
mandate for compulsory health insurance. ere is no 
such mandate. 

Mr. Truman and his leaders, failing to find it expedient 
to force compulsory health insurance now or before Con- 
gress decides to go home for the summer around August 1, 
can well wait until the second session of the 81st Congress 
is called back into session next January — or sooner. 

Before compulsory health insurance, as now proposed, is 
either brought out for debate in Congress or relegated to 
the ash pile where it rightfully belongs, there will probably 
be some real old-fashioned horse trading. 

It is reasonable to assume that either Mr. Truman or 
Congress may “give” a little to get this national health 
issue off the hook. When this “giving” starts, that is the 
time to watch out. 

If Congress goes home by August 1, or shortly thereafter, 
without taking action on “socialized medicine,” the Ad- 
ministration will undoubtedly go to work this fall to “edu- 
cate” the people as to why compulsory health insurance 
should be a must on the agenda for the second congressional 
session. 

Such a campaign—the Government has sponsored 
similar ones before — would have no holds barred. If the 
Society should weaken to a point of feeling “self-satisfied” 
by that time, it would be a major mistake. 

It should be remembered that the Administration will 
continue its campaign for social reforms this fall, whether 
Congress is in session or not. Then, when the nation’s law- 
makers come back next January, Washington will have 
cleared some of the legislative p Pe to place “socialized 
medicine” before the people. 

Thus, 1950 is certain to be a year of promise. 

Either the President and the Administration will keep 
their promise to get through compulsory health insurance 
legislation, or the medical profession will keep its promise — 
and see that compulsory health insurance dies a just death. 

_Already, as ome yng ng Hugh Scott pointed out in 
his talk at Concord a few weeks ago, overtures are being 
made to make this whole issue of the “nation’s health” a 
political football in the elections in 1950. 
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The American people must be kept alert to the dangers 
of socialization, especially this attempt to take away the 
freedom and individual initiative known so well to pre- 
vail in the medical profession. Such alertness will come 
about only through continued education and information 
effort, a responsibility already assumed by America’s 
physicians. 

oo much effort, downright enerey, and serious thought 
have gone into this campaign of the New Hampshire Medi- 
cal Society’s to be cast aside now that the first taste of a 
rather negative victory has been so pleasing. 

If the old adage is true, and “nothing succeeds like suc- 
cess,” looking ahead to more than partial victory regard- 
ing this national issue of compulsory health insurance may 
well be expected. 

The doctors know what red tape, Government forms and 

litical control would mean to the medical profession. 
The people are beginning to know too. A continuing cam- 
paign should practically assure defeat of compulsory ealth 
insurance in 1950. 

But, as the president of the Society, Dr. Clarence E. 
Dunbar, has so well stated, a continuing public-relations 
program will do more than help defeat compulsory health 
insurance. It will ~ * in furthering the doctors’ efforts 
to broaden voluntary health care programs that in them- 
selves offer the best assurance against socialized medicine. 

A broad state-wide organization, composed of physicians 
and lay people, has been developed with a view toward 
carrying on an extensive educational and informational 


campaign. 

This organization should now be subdivided into small 
community groups — in cities by wards and in counties 
by towns. 

An effort should be made to make this a “public” cam- 
paign for the remainder of 1949 and in 1950. From the 
co-operation already received from civic and professional 
groups, such an objective is not impossible of attainment. 

Organizational units and subunits can be created and 
developed immediately, adopting as their project broader 
medical services, as wel! as greater understanding and par- 
ticipation in voluntary health care through education. 
And this whole endeavor can be under the sponsorship of 
the New Hampshire Medical Society. 

Large quantities of literature are available and can be 
used as “hand-out” material in every ward and town in 
the State. This has not yet been done, obviously owing 
to the high gear in which the previous campaign was turn- 
ing. But it should be done and is recommended as a part 
of an extended campaign. 

In connection with this effort will be the development 
of an inter-town and inter-city speaking schedule. Every 
community has within its borders certain people who en- 
joy taking the public platform on some subject of national 
importance. yf sae our files contain the names of several 
people who would be willing to take part in such a program. 

As much as possible, future organization should be com- 

of lay people, all working under the technical guidance 

and assistance of stete and county medical society officers. 

is will make for less close supervision on the part of 

busy physicians and more responsibility and general 

rogram maintenance by the New Hampshire Medical 
Society's campaign headquarters staff. 

There should be a wider distribution of the now well 
known picture “The Doctor.” Quantities of this print 
are available, and it is recommended that the Society 
consider as a part of the extended campaign the pos- 
sibility of using state-wide window displays. These dis- 
plays would be made up by the campaign staff. In this 
manner, thousands of people would have a first-hand oppor- 
tunity to “see” what the educational campaign is all about. 
Such an effort would also add to the effectiveness of the 
individual “community” organized campaign. 

During the summer and fall months of 1949 considerable 
emphasis should also be placed on stimulating the educa- 
tional and informational effort to include appeals to ap- 
proximately 1,000,000 summer visitors. 

Building organizations to enable the combining of local 
and summer visitor interest will go a long way toward 
getting a double value through a single effort. is plan 
ought to be carried out in the seacoast resort areas and 
the lake and mountain sections, where county organiza- 
tions already in existence could easily be expanded. 
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The continuation of a state-wide speaking schedule will 
be an important part of an extended campaign. This effort 
has proved so effective during the past three months that 
broader development of public speakers will be of inval- 
uable assistance. This phase of the campaign, of course, 
would be carried on by the campaign headquarters or 
public-relations counsel. 

Obtaining qualified speakers, making arrangements, 
scheduling dates and such related functions are to be con- 
sidered as a part of the broad program. 

It must be apparent to all members of the Society that 
publicity has played an important part in the success 

the state-wide effort thus far. In an extended program 
the emphasis would obviously shift from organizational 
publicity to the developing of more educational material 
and announcements of new ideas for broader medical 
service and participation in voluntary programs. Then, 
too, it will be a part of any new program to extend an edu- 
cational effort to include as much free radio time as it 
will be sible to obtain. As in the past, publicity for 
all weekly and daily newspapers will be carried out. 

In the broadening of organizational work there will of 

necessity be a need for greater liaison between the Society 
and the general public, schools, colleges, industrial plants, 
theaters, stores, allied professional groups and professional 
workers. This would be a part of the extended campaign. 
_ In the developing of new ideas for greater medical serv- 
ices and more extensive participation in voluntary health 
care programs, it will be necessary for the Socicty’s public- 
relations counsel to work closely with the Society officers 
and many of the units mentioned above. 

Distribution of literature to all the people of the State 
will be a part of the extended campaign. is will include 
an effort to get literature to all organizations, industrial 
plants, men’s clubs, women’s groups, veterans’ organiza- 
tions and eee groups. Owing to the time limit 
involved, distribution to date has obviously been only 
spotty. There ought to be a concentrated effort literally 
to cover the State between now and early 19 

Depending somewhat on the outcome of current com- 

ulsory health insurance legislation, it may be necessary 
or the Society’s public-relations counsel to aid in working 
closely with national and state legislative leaders during 
the legislative session of 1950, or in New Hampshire, the 
proposed fall session of the Legislature. 

It is proposed that during the extended campaign, the 
Society’s public-relations counsel develop a working ar- 
rangement with the many New Hampshire service or- 
ganizations such as the Lions, Kiwanis and Rotary. This 
would be for the purpose of filling speaking engagements 
and distributing literature, and for obtaining resolutions 
against socialized medicine for the next legislative period. 

During the past three months the campaign headquar- 
ters had several requests for information from school units. 
This leads us to believe that in the extended campaign 
an effort ought to be made to provide schools and col- 

with educational material and to assist them in carry- 
ing on talks involving the health program. 

Consideration should be given to the ag oe | of 
developing a motor-corps unit in the Woman's Auxiliary. 
Such a unit would be most effective when ey 
health insurance legislation is reported out of the full 
House and Senate committees. A motor corps travel- 
ing around the State would stimulate and arouse people 
to the point of writing to congressmen in opposition to 
compulsory insurance. This could be made a very effec- 
tive part of the campaign if it becomes necessary to use it. 


Dr. Leonard, for the Committee on Officers’ 
Reports, moved that the report of the Committee 
on Public Relations, as presented by Mr. Wood- 
bury, be accepted, and also that the Committee on 
Public Relations contract for the continuation of 
the educational campaign in New Hampshire. 

This motion was duly seconded. 

President Dunbar stated that the whole question 
was bound up with the matter of raising the dues — 
whether an executive assistant to the Secretary 
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should be employed and many other problems. He 
suggested that the matter be referred to the Com- 
mittee on Public Relations for a complete study, 
with power to act on what seems best after further 
investigation. 

Dr. Leonard amended his motion to state that 
the Committee on Public Relations study the de- 
tails of continuing the educational campaign in 
New Hampshire and report to the special meeting 
of the House of Delegates. After some discussion 
the motion was carried. 

The report of the Committee on Rural Health 
was then presented, as follows: 


the year 1948-1949 the Committee on Rural 
Health held one formal meeting at which problems con- 
cerning rural health were discussed. No definite action 
has been taken, but there has been some correspondence 
and discussion on various phases of rural health. 

Tentative plans for the formation of a state health 
council have n under consideration, but it has not been 
possible to follow this through. 

No member of the Committee was able to attend the 
National Rural Health Conference in Ty = but New 
— was represented by Dr. Rolf C. Syvertsen, of 

anover. 


Durin 


Wituam Putnam, M.D. 


Dr. Leonard regretted that observations by Dr. 
Syvertsen were not incorporated in the report of 
the Committee. He moved that the report of the 
Committee on Rural Health be accepted. 

This motion was duly seconded and was carried. 

Dr. Dye stated that the Committee on the Control 
of Cancer would like to have an additional member. 
For this purpose the by-laws would have to be 
amended. Therefore, he moved that Section 11 of 
Article VIII of the By-laws be amended so that 
the Committee of the Control of Cancer would con- 
sist of not more than six members. 

This motion was duly seconded and was carried. 

Dr. Dye moved that the House of Delegates 
adjourn. 

This motion was duly seconded and was carried. 

Whereupon, the Monday evening meeting of the 
House of Delegates was adjourned at 11:45 p.m. 

The Second Meeting of the House of Delegates 
convened on Tuesday morning, June 14, 1949, as 
the Wentworth Hotel, Newcastle, at 9:30 o’clock, 
with Speaker Dube presiding. 

The following members answered the roll call. 


The President, ex-officio 

The Vice-President, ex-officio 

The Secretary-Treasurer, ¢x-officio 

—- Jessup, of Laconia, alternate for Roger P. Brassard 
amuel Feiner, of Ashland 

W. J. Paul Dye, of Wolfeboro 

Howard Sawyer, alternate for Speaker F. J. C. Dube 

Albert C. Johnston, of Keene 

Walter H. Lacey, of Keene 

Marjorie A. Parsons, of Colebrook 

Wilham H. Gifford, of Colebrook 

Leslie K. prenmsase, of Hanover 

Leslie E. McKinlay, of North Haverhill 


Reginald K. House, of Hanover 
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Norman W. Crisp, of Nashua 

Harris E. Powers, of Manchester 

Richard ‘TI. Mulvanity, of Nashua 

— B. Woodman, of Franklin 
rancis Brown, of Henniker, alternate for Warren H,, 
Butterfield, of Concord 

William D. Penhale 

Frederick S. Grey, of Portsmouth 

Donald W. Leonard, of Exeter 

Fred Fernald, of Nottingham 

Edna Walck, of Dover 

Albert E. Barcomb, of Rochester 

B. Read Lewin, of Claremont 

Addison Roe, of Newport 


Dr. Harris E. Powers proposed the following 
names of members of the Hillsborough County 
Medical Society for life membership: Wellington 
A. Thompson, Adelbert S. Merrill, Zata L. Straw 


and George B. Fiske. 

Dr. B. Read Lewin, for Sullivan County, pre- 
sented the name of Dr. Robert H. Brooks for life 
membership. 

Dr. Bowler moved that the members named 
above be made life members of the Society. 

This motion was duly seconded and was carried. 

Speaker Dube then read the following letter from 
Elmer V. Andrews, commissioner of the Depart- 
ment of Public Welfare, to Dr. Metcalf: 


In accordance with an established plan of rotation, Dr. 
Charles H. Babbitt, of Nashua, is retiring as a member 
of the Advisory Committee on Eye Conditions, which 
assists the Department of Public Welfare in handling 
medical matters in connection with the State’s blindness 
program. 

o replace Dr. Babbitt, the Department recommended 
Raymond H. Marcotte, of Nashua, who accepted the in- 
vitation to serve. 

In order that the records may be a up to date, and 
the Society may be informed on all medical matters, | am 
writing to request that the House of Delegates approve 
Dr. Marcotte’s acceptance to this Committee. 


Dr. Dye moved that the House of Delegates ap- 
prove Dr. Raymond H. Marcotte, of Nashua, as a 
member of the Advisory Committee on Eye Con- 
ditions. 

This motion was duly seconded and was carried. 

Dr. Dye moved that the amendment to the by- 
laws, Section 11 of Chapter VIII, which had been 
placed on the table on the preceding day, reading 
“The Committee on the Control of Cancer shall 
consist of not more than six members,” be adopted. 

This motion was duly seconded and was carried. 

Dr. Johnston then spoke as follows: 


It was suggested that the plan that we approved unani- 
mously at our county society be Cpenaet | to see 
whether or not the New Hampshire Medical iety would 
be interested in making the plan state-wide. 

I think that we have already taken care of our proe 
vision of the Committee on Public Relations, both in rela- 
tion to the Blue Cross and the Blue Shield and in the rela- 
tion between the medical profession and the public. 

I think that everyone here is familiar with the plan. 
The salient points are given in the Rockingham Journal. 
But, just to reiterate, first, we took up the subject of catas- 
trophic illness. By that, let me give you an example: a 
hard-working man has saved his money all his life. Sud- 
denly, his wife gets cancer. Unfortunately, she not 
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die right away, but hangs on for two or three years. She 
has two or three nurses at home, as well as hospital bills, 
so that the bills amount to around $20,000 to $25,000, 
which wipes out his entire savings. Now, that doesn’t 
happen very often. It is not always cancer; sometimes 
it is some other devastating disease, requiring constant 
care. 

I have talked to the Blue Shield men, and they think 
if they were given adequate safeguards against abuse, 
they could underwrite catastrophic illness policies at a 
very low premium. Mr. Spaulding thought, for a wild 
guess, that something in the neighborhood of $5.00 a year 
would take care of it, provided they were safeguarded 
against abuses. . 

at is one of the big arguments of the public, and, 
although it doesn’t happen very often, it becomes very 
widely known. 

And, by the way, we got these points from the public; 
they did not come from the medical profession. Mr. Shea, 
head of the AFL Electricians of New Hampshire, brought 
these salient features before us, and we are very much 
indebted to him. 

We find that many people are complaining that although 
they pay for Blue Cross and Blue Shield coverage, when 
they go into the hospital, they find they still owe $100.00 or 
more, depending upon the fees charged. The Blue Cross 
has been paying around 90 per cent of the bill. The sur- 

ns send them a bill for $150.00; the anesthetist costs 
25.00, and the assistant a little more. So that after he 
is paid by Blue Cross he still owes $100.00. 

We ropose for wage groups (and we should settle that 

int this morning) that earn $2500 that the medical pro- 
ession go on record so that the insurance company can 
sell to the public, saying, “We will cover ™ entirely,” 
and accept the indemnifying fee as the final fee for those 
in that wage group. 

Now, with the people who earn more money than that, 
the surgeon and other physicians connected with the case 
are perfectly free to accept whatever extra charges they 
think the traffic will bear. 

But we should like to be able to guarantee the general, 
average man with a family that after he pays the fee for 
Blue Shield and Blue Cross, his worries, financially, are 
over. 

I don’t think that we need to go into the other point, 
of solving this problem of over-hospitalization and the 
taking up of grievances with the public. I think that that 
was well covered last night. 


Dr. Sycamore stated that when the plan had 
originally been set up, it was debated whether it 
should be made a service contract, with a definite 
income limit, which has some complications that 
are a little difficult to administer that could per- 
haps be avoided by agreement among the members 
that, in effect, a service contract could be made if 
fees were equal to the scheduled benefit. No exact 
income limit was ever set. He believed that such a 
limit should be set and the agreement made a little 
more specific. In the plans that have a service con- 
tract with income limit, there is quite a wide varia- 
tion in that limit. The average on most of the plans 
in comparable areas is around $3500 for a family. 

He suggested that the principle of a service con- 
tract up to a definite income limit be approved, by 
acceptance of the benefit schedule as a fee schedule, 
and that it be left to the Committee on Medical 
Economics and the Board of Trustees of the New 
Hampshire-Vermont Physicians’ Service to set that 
income limit, after appropriate study. 

Secretary Metcalf asked if there were any diffi- 
culty in determining a man’s income. 
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Dr. Sycamore replied that that was one of the 
problems, and was the reason why the benefit 
schedule had not previously been approved. There 
was an increasing tendency to charge over the 
schedule, even in low-income cases, and it might be 
necessary to put the new schedule into effect, to 
protect the subscribers. 

Dr. Walck asked who was to determine the income 
bracket into which the subscriber belonged. In 
Strafford, the doctors voted on the principle of the 
Cheshire County Plan, but they would have noth- 
ing to do with determining the group in which the 
subscriber belonged. 

Dr. Jessup stated that many patients were operated 
upon, basically on the recommendation of the in- 
ternist, and yet the surgeon was the only one quali- 
fied to receive payment. He believed that the in- 
ternist, who actually did most of the work, was en- 
titled to something. He did not think it fair that 
the patient should pay it. 

Speaker Dube stated that the question raised 
could be answered by the fact that some patients 
had only surgical and not medical coverage. Blue 
Cross was the hospital plan, and the doctors had 
nothing to do with that. Blue Shield, of course, 
had both surgical and medical coverage, but, if the 
patient had surgical coverage only, he did not get 
the medical reimbursement. 

Dr. Brown observed that there was a similar 
situation in regard to obstetrics and the prenatal 


_and postnatal care that is rendered. 


Dr. Sycamore moved that the principle of a serv- 
ice contract in the lower income group be approved, 
that the level of the income covered and the mecha- 
nism be worked out by the Committee on Medical 
Economics and the Board of Trustees of the New 
Hampshire-Vermont Physicians’ Service, and that 
the conclusions be studied by the groups concerned 
and reported back to the next meeting of the House 
of Delegates. 

The motion was then duly seconded and was 
carried. 

A supplementary report of the Committee on 
Medical Economics, which had been turned in on 
the previous day but had been held out for considera- 
tion, was then presented, as follows: 


As the Blue Shield movement has assumed an_ in- 
creasingly important place in the field of medical economics, 
it has become increasingly obvious that a national agency 
was necessary to make possible the handling of contracts 
for national employers and widely emnenl roups such 
as large labor unions. A year ago, a spanned pro- 
gram was developed for Blue Shield and Blue Cross to 
establish a national enrollment and insurance egency. 
This proposal was submitted to the House of Delegates 
of the American Medical Association at its interim ses- 
sion last November, but was not approved. 

Associated Medical Care Plans, the national organiza- 
tion of Blue Shield Plans, then proceeded with plans for 
a national Blue Shield agency independent of Blue Cross. 

is proposal, also, was submitted to the House of Dele- 
gates of the American Medical Association, through the 
Council on Medical Service, at its session last week in 
Atlantic City. The Council, believing that the Associated 
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Medical Care Plans had grown to the point of being able 
to stand on its own feet, recommended that there should 
be complete separation between the American Medical 
Association and the Associated Medical Care Plans, and 
that Associated Medical Care Plans should be free to 
proceed according to its own best judgment in dealing 
with its own problems. These recommendations were duly 
approved by the House of Delegates. 

Ks a result of this action by the Council on Medical 
Service and the House of Delegates of the American Medi- 
cal Association, Associated Medical Care Plans has re- 
quested each member plan to approve or disapprove the 
proposals for a national enrollment and insurance organiza- 
tion, and to submit the proposals also to its sponsoring 
medical society. The directors of the New Hampshire- 
Vermont Physicians’ Service have aoe these pro- 

als. The House of Delegates of the New Hampshire 

edical Society, meeting in special session last October 

approved the plan for a national Blue Cross—Blue Shield 

Agency. It is therefore the recommendation of the Com- 

mittee that the House of Delegates approve the principle 
of a Blue Shield National Service Agency. 

Leste K. Sycamore, M.D., Chairman 

J. C. Dupe, M.D. 


Dr. Leonard, for the Committee on Officers’ 

Reports, moved that this report be accepted, but 
did not feel like making any recommendation, in 
the hope that the motion would be made from the 
floor. 
Mr. Spaulding stated that the new scheme of 
separation seemed to have stirred up some doubt 
that the national medical group had. He believed 
there was no question that it would help in holding 
or getting back some of the people lost, so as to pro- 
vide the same benefits everywhere. 


Dr. Leonard moved that the report be accepted. 

Dr. Johnston asked if everybody present was 
aware that several organizations are very much 
opposed to this move, especially the organizations 
in the Pacific Northwest. 

Dr. Sycamore briefly indicated the way that this 
national program would function, as follows: 


There would be, in the first place, no interference at 
all with the local program of any plan. In case of enroll- 
ment of a national group, each plan would supply what 
its particular policy offered, and then if there was further 
coverage desired by the national group, the national plan 
on supply that additional coverage on an indemnity 

asis. 

The whole purpose, of course, is to make it feasible to 
enroll large groups as a unit, which is what the employer 
wants; if he has plants in various states, he wants to make 
one agreement, and have one uniform contract, and not 
have to deal with different contracts in different areas. 

e objections that have been raised have come mostl 
from the Pacific Northwest, as Dr. Johnston has said. 
And certainly, they do not represent the opinion of the 
majority of either the plans or the medical societies that 
voted the approval, which was something like 175 to 12. 
It is believed that this is an essential part of the voluntary 
prepayment program. The actual mechanism of setting 
it up is something that we do not need to into here. 
The House of Delegates of the American Medical Associa- 
tion did not attempt to go into the details of the program; 
they merely accepted the principle of it. 

If we have a national program, it would be easier for 
the Government to take it over, but that is not the way 
the Government works. When they have set up any 
program, they have their own administration, and any 
compulsory government insurance here would be under 
the Social Security Office, and it would not be a question 
of taking over. 
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We had a recent example in British Columbia, when 
the Provincial Government adopted the program, and the 
Blue Cross Plan just went out of business. 

that I don’t think that is a valid objection. 

I think the main objection is that we might as well have 
a Government bureaucracy running us as a_ medical 
bureaucracy. 

Well, I think there is quite a difference between being 
run by our own elected representatives, who know our 
own problems, and being run by Government officials. 


Dr. Dye asked if there would be disagreement be- 
tween certain segments of working men who belong 
to a given group in New Hampshire and another 
group in Michigan, who are under the same com- 
pany-coverage plan, with different benefits in dif- 
ferent states. 

Dr. Sycamore replied that that was the reason 
for the national program: additiona! coverage 
would be given when necessary. 

Dr. Leonard stated that the motion implied that 
the supplementary report of the Committee on 
Medical Economics be accepted and not that it 
carried with it the approval of the House of Dele- 
gates to the questions raised in the report. 

There was a chorus of “ayes,” and the motion was 
carried. 

Dr. Sycamore then moved that this House of 
Delegates approve in principle the establishment by 
Associated Medical Care Plans of a national service 
agency. 

Dr. Leonard asked whether that included the 


_ previous Blue Cross and Blue Shield and the com- 


bined health services. 

Dr. Sycamore answered that this was a Blue 
Shield proposal, disassociated from Blue Cross. 

Dr. D. G. Smith stated that he had asked a num- 
ber of times why the proposed national enrollment 
insurance agency was not approved last December. 
Strafford County had been quite upset to think that 
the American Medical Association did not approve 
of the plan. Some of the reasons given at that time 
were that any attempt to set up uniform premium 
rates, uniform benefits and uniform policies would 
meet with failure, because hospital rates and sur- 
gical fees are not uniform throughout the United 
States, and cannot easily be made uniform, the 
demands for services are not uniform, nor are the 
social customs and the wage scales. 

What labor was trying to do through its demands 
on Blue Cross and Blue Shield to establish uni- 
formity was actually to prove that the voluntary 
plans are a vehicle for forcing the Government 
social reforms on the population. 

Another reason given was that a complete service 
policy for everyone in the population, without re- 
gard to income level, could not be provided. A cen- 
tral fund of $500,000 was not enough to equalize 
the differences between the policies in the various 
states. 

There was also the idea that federal subsidies 
would be utilized for the poor risks, the chronic and 
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the medically indigent. The fear was that if the 
Government subsidies came in, it would be only 
a short time before the federal Government took 
over the plans. Some of these ideas were in opposi- 
tion to the national insurance agency, but Dr. 
Smith thought they could be straightened out and 
overcome. But the opinion was that it would be 
quite a problem to get such a company on a sound 
footing, and further, that the American Medical 
Association did not want to go into it and form an 
insurance company. 

Dr. Sycamore asked why the principle had been 
approved at the last session. 

Dr. Smith replied that a definite need for such an 
organization was felt so that there might be checks 
on the medical profession and so that the plan could 
be made to work. The fear that the federal Govern- 
ment would take over still existed. 

Dr. Sycamore pointed out that at the last session 
of the House of Delegates, the American Medical 
Association did adopt a resolution, first separating 
the A.M.C.P. from the A.M.A. and then approving 
a national program by A.M.C.P., on the Blue 
Shield level, and not on the combined Blue Cross 
and Blue Shield plan. When the Blue Shield was 
put out, it was put out with the principle that the 
low-income group would be helped to meet the 
economic tragedies of illness; if this program was 
for the purpose of enabling labor unions and em- 
ployers of labor to provide at cost, protection 
against illness, injury and so forth, a co-operative 
in medicine for the use of industry seemed to be 
provided. Why should not that be done, as at the 
present time, by the regular insurance companies, 
who insure manufacturers against injuries and so 
forth to their employees. 
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Mr. Spaulding stated that National Medical Care 
Plans was in no way intended to replace or to be 
workmen’s compensation insurance. Employees 
were enrolled through their employers. The only 
thing that this national organization would be was 
an insurance company, set up under the laws of 
Illinois, where an employer and a union could 
equalize their benefits, all over the country. In 
some areas, the fee schedule was much lower than 
the present rate in New Hampshire. It was one of 
the principles of these national unions to provide 
benefits for all their members. The large employer 
groups were a result. The national organization, 
which could provide equalized benefits, would help 
to get subscribers back. The local operations would 
not be changed in any way. If the national level was 
set at $100 for an appendectomy, and some plan 
only paid $50 the local plan would still pay the $50 
and the national organization would pay the other 
$50. It could never be a service contract; it would 
always have to be a contract of service only when 
the doctors agreed. 

Dr. Sycamore restated his motion that the House 
of Delegates approve the principle of a national 
service agency by associated medical plans. 

This motion was duly seconded and was carried. 

Dr. Johnston moved that the House of Delegates 
formally ask the Blue Shield representatives in 
New Hampshire to look into the feasibility of setting 
up catastrophic illness insurance, and after they 
had looked at the actuarial tables and so forth, to 
report at a subsequent meeting. 

This motion was duly seconded and was carried. 


(To be concluded) 
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PRESENTATION OF CASE 


A fifty-three-year-old carpenter was admitted 
to the hospital because of intermittent jaundice. 

The patient was perfectly well until approxi- 
mately two and a half years before admission, at 
which time he had an illness characterized by marked 
weakness, malaise and jaundice, with no pain or 
fever. Recovery was complete in a four-week period. 
A second identical episode of jaundice occurred 
approximately two years before admission. He 
was studied at another hospital and a Graham test 
revealed a nonfunctioning gall bladder on repeated 
examination. He had a red-cell count of 3,000,000 
and an icteric index of 60 units. The temperature 
chart was irregular, with occasional spikes to 102°F. 
The patient recovered in about three weeks. Several 
other attacks of painless jaundice with chills and 
fever occurred. Eight months before admission 
an elective cholecystectomy was performed at 
another hospital. The common duct was found 
to be much enlarged; it was opened and scooped 
out, but no stones were found. Large dilators were 
passed into the duodenum. The stomach and duo- 
denum appeared normal. Cholecystectomy was 
performed, and the pathological report on the 
gall bladder was chronic cholecystitis. The patient 
did well postoperatively until six weeks before ad- 
mission, when he had another episode of jaundice, 
ushered in by epigastric gaseous distress, marked 
anorexia and a 10-pound weight loss. The jaundice 
increased in severity, and the temperature spiked 
intermittently to 103°F. Because of the recurrence 
of jaundice, the patient was referred to this hospital. 

On physical examination he was slightly emaciated 
and moderately jaundiced. The lungs were clear, 
and a Grade I apical systolic murmur was audible. 
The liver edge was felt 4 or 5 fingerbreadths below 
the costal margin and was nontender. The tip of 
the spleen was palpable. There was no ascites. 
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The temperature was 105.4°F., the pulse 100, 
and the respirations 24. The blood pressure was 
140 systolic, 70 diastolic. 

The urine was positive for bile, and the sediment 
contained several white cells and a rare granular 
cast. Blood studies disclosed a red-cell count of 
2,100,000, with 8.5 gm. of hemoglobin, and a white- 
cell count of 45,800, with 91 per cent neutrophils. 
The total protein was 6.16 gm. per 100 cc., with 
2.72 gm. of albumin and 3.44 gm. of globulin. The 
nonprotein nitrogen was 30 mg. per 100 cc., and 
the van den Bergh reaction was 3.4 mg. per 100 cc. 
direct and 4.6 mg. indirect. The prothrombin time 
was 24 seconds (control, 17 seconds). The cephalin- 
flocculation test was ++ in twelve hours and 
+++-+ in twenty-four hours. The alkaline phos- 
phatase was 50.4 mg. per 100 cc. The urine urobi- 
linogen was 4.5 Ehrlich units. The stools were 
brown, and 1 out of 3 specimens examined gave 
a ++ guaiac reaction. 

The patient had an almost daily elevation of 
temperature to between 102 and 104°F. Sulfa- 
diazine had little effect.. Several transfusions were 
given. On the twelfth hospital day, the patient 
went into shock and passed several bloody stools. 
Fluid and blood were given with some improvement. 
The jaundice became more marked. He died with 
a picture of pulmonary edema on the thirteenth 
hospital day. 


DirFERENTIAL D1IAGNosis 


Dr. Lecanp S. McKirrrick*: I have not even 
the comfort today that goes with seeing the x-ray 
films, from which one constantly anticipates but 
rarely gets a great deal of help. There are certain 
things that seem to be perfectly clear cut. Here is 
a man, who for over two and a half years had re- 
current attacks of epigastric pain, with dark urine, 
jaundice, sometimes clay-colored stools, chills and 
fever. 1 would not know how to make any diagnosis 
on a basis of the history except that this man had 
a cholangitis. 

Now the real difficulties begin. We know that 
he was operated on eight months before entry, and 
that he had no stones, at least no stones were found; 
that he had a dilated common duct (the record does 
not say whether the duct was thickened, and it 
does not give any information about what was in 
the duct or information of the character of the bile 
or other ‘important items that would be helpful); 
and that he had a large, dilated ampulla. That 
information is a little bit difficult to put together 
with complete satisfaction, because almost all the 
cases of cholangitis that I see have as a basis for 
the cholangitis a mechanical obstruction to the 
duct. In contrast here one finds a widely open 
ampulla with nothing in the duct. Nevertheless, 
I am forced, for want of any other explanation in 
the history, to say that this patient had had re- 

*Visiting surgeon, Massachusetts General Hospital. 
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current attacks of cholangitis. Our major problem 
then is to try to determine what the background 
of that cholangitis was. 

I suspect we have every right to believe that 
early in his career he had little or no liver damage. 
I do not know how much a negative biopsy of the 
liver means, but it must mean a good deal. After 
he came in here the condition was somewhat dif- 
ferent. He had a large prostate for two and a half 
years. He then had a reversal of the albumin- 
globulin ratio and a prolonged prothrombin time. 
We do not know whether these were due to liver 
damage or something else because we do not know 
how long after entry he developed them. He ap- 
parently improved promptly after the use of vi- 
tamin K. Nevertheless, at the time of admission, 
there was reversal of the albumin-globulin ratio, 
a positive cephalin-flocculation test and possibly 
a prolonged prothrombin time. I think there is 
no question that he had liver disease, biliary in 
type and secondary to this process, that had been 
going on for two and a half years. The large spleen 
I would think to be quite in keeping with the long- 
standing recurrent episodes of infection. 

I assume that this patient, who went into shock, 
passed several bloody stools and then died regard- 
less of treatment, might well be considered to have 
died primarily of hemorrhage. Were it not for the 
underlying disease, blood loss alone would per- 
haps not have killed him, but it seems to me that 
the condition that finally caused his death was 
probably a fairly massive hemorrhage of some 
type. If he had an increase in his prothrombin time, 
it is perfectly possible for him to have had a mas- 
sive hemorrhage from a diffuse process along the 
gastrointestinal tract. There, again, I do not know 
how one can possibly do more than guess where 
this hemorrhage came from — from an erosion or 
localized area or from a diffuse process. If we knew 
the subsequent prothrombin time, and if it had 
responded satisfactorily to vitamin K, which I am 
sure he was given, we would be less apt to expect 
a diffuse source of the bleeding as a cause for the 
hemorrhage, because the prothrombin time was 
not too prolonged. I am simply going to go on the 
assumption that in all probability this hemorrhage, 
which played a part in his death, came from a 
localized area rather than a diffuse area along the 
gastrointestinal tract such as we see in the late 
stages of jaundice and other conditions that in- 
terfere with the clotting mechanism. 

That brings us down, if our reasoning is logical, 
to the problem of explaining two things: his final 
hemorrhage on the basis of a localized lesion and 
his recurrent bouts of cholangitis. These bouts 
lasted six weeks — that is a long time for a bout 
of cholangitis to last— and then spontaneously 
cleared up, and he was perfectly all right for a 
period of several months. I am going to go on the 
assumption that this man did have intermittent 
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blockage of the common duct. I just do not know 
how to explain it on any other basis. Intermittent 
blockage comes most commonly from a stone, but 
it could come from some type of growth. We know 
that carcinoma of the ampulla, or carcinoma of 
the head of the pancreas, may cause intermittent 
jaundice, but the thing that bothers me here about 
making either of those diagnoses is that this does 
not seem tc have been a progressive lesion so far 
as the obstruction to the common duct is concerned. 
It was progressive so far as the evidence of cholan- 
gitis is concerned, and he died in my judgment 
ultimately of that combination. I cannot quite 
visualize the usual carcinoma of the ampulla or 
duodenum in that area as giving this kind of clinical 
picture. I would expect it ultimately to have become 
a more or less progressive, obstructive process, 
so I have to satisfy myself by laying aside the diag- 
nosis of carcinoma of the ampulla of Vater or car- 
cinoma of the duodenum or pancreas for something 
that is more intermittent I know that I am not 
a good enough surgeon to find a stone in the com- 
mon duct always, and we know the fact that a 
stone was not found does not mean that it was not 
there. A stone that has eroded into a vessel and 
causes ulceration, hemorrhage and death is a per- 
fectly conceivable explanation for this condition. 
On the other hand he had clay-colored stools only 
occasionally. Some of these attacks lasted for six 
weeks, and it is difficult for me to believe that 
throughout this period he had a stone there, and 
particularly if it produced a block, that it did so 
for two to six weeks. 

The other possibility is some kind of tumor, 
either benign or relatively benign, or so situated 
that it would intermittently block the common 
duct, causing essentially the same thing that a 
stone would cause. It would have been much more 
difficult to discover at operation. It may have 
become necrotic, with ulceration and bleeding as 
a final episode. It is conceivable that the patient 
had a polypoid tumor in the distal portion of the 
common duct that caused this type of picture. 
Because I want to be a little different, and not just 
bet on the horse that usually wins, it seems to me 
that some mechanism such as that would come 
nearer to satisfying my concept of this picture than 
that of stone. I simply am going to hazard a guess, 
and it is a guess, that he had some such obstruction 
as a polypoid tumor in the distal common duct that 
caused intermittent blockage, with superimposed 
cholangitis. I suspect that he had multiple abscesses 
of the liver at the time of death, and I believe that 
the precipitating factor in his death was probably 
hemorrhage from a localized area of necrosis and 
ulceration. I think also that he had a biliary type 
of cirrhosis. 

Dr. Sepcwick Meap: Would you consider 
the possibility of liver abscess as precipitating the 
terminal event? 
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Dr. McKittrick: Multiple, not single. I would 
not know how to fit a single abscess into this picture. 

Dr. Cuester Jones: One of the things lacking 
in his picture was a spiking temperature. I think 
we all considered the lack of a daily swinging temp- 
erature and chills very strong evidence against 
multiple liver abscesses. 

Dr. McKirrricx: Yes, I would agree. 

Dr. Jones: It is always very pleasant to see 
someone else go through the same amount of sweat- 
ing that one has gone through when confronted 
with a case like this. Dr. Myles Baker and I saw 
this patient over a period of three weeks before 
we and the house staff arrived at a final conclusion. 
We thought that the cholangitis, jaundice, fever 
and laboratory data were in favor of obstruction 
and that there was a diffuse liver process resulting 
from years of intermittent partial obstruction. 
In spite of that the liver biopsy was reported as 
normal. I entertained the diagnosis of cirrhosis, 
doubting the correctness of the biopsy report, and 
asked to see the slide; it was sent to us from the 
other hospital. I went over it subsequently with 
Dr. Mallory. It did not seem to fulfill the usual 
criteria that I would expect to find with biliary 
cirrhosis. The section I saw, as I recall it, had 
among other things definitely dilated sinusoids. 
They were very wide, and I wondered at the time 
and made a note that this might be Chiari’s syn- 
drome with blockage of hepatic veins. Then the 
question came up concerning what might produce 
that condition. Chiari’s syndrome, especially one 
of hepatic-vein blockage, can be due to various 
abnormalities, the commonest of which is cancer. 
It may be due to an inflammatory process. It may 
be found in straight cirrhosis, not of the biliary 
type. The terminal event, the massive hemorrhage, 
would make me wonder whether there was an active 
ulcerative lesion that was connected with the original 
cause of the disease. I would think it would prob- 
ably be placed in or near the ampulla of Vater, 
probably in the duodenum. We were trying to get 
him ready for surgery of course. 


Curnicat DiaGnoses 
Gastrointestinal hemorrhage. 
Cholangitis. 

Obstructive biliary cirrhosis. 


Dr. Diacnoses 


Polypoid tumor of common duct with ulceration 
and hemorrhage. 

Cholangitis. 

Biliary cirrhosis. 

Multiple abscesses of liver? 


ANATOMICAL DIAGNOSES 


Adenocarcinoma of ampulla of Vater. 
Hemorrhage, massive, into biliary and intestinal 
tracts. 
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Cholangitis, acute and chronic, slight. 
Pancreatitis, chronic. 
Operative wound, old: cholecystectomy. 


PaTHoLocicaL Discussion 


Dr. Tracy B. Mattory: At post-mortem ex- 
amination the intestinal tract and the common 
bile duct were filled with fresh, red blood. On 
clearing that away we found the common duct to 
be widely dilated, as were the ampulla and the 
opening into the duodenum. Around the area where 
the ampulla should have been was a large ulcer 
with a border of obviously carcinomatous tissue. 
The primary lesion in this case was undoubtedly 
a tumor of the ampulla, and as Dr. McKittrick 


Ficure 1. 


stated, polypoid in the early stage but later be- 
coming frank, ulcerative carcinoma. It was a well 
differentiated and slowly growing adenocarcinoma 
(Fig. 1) and could well have been present for two 
and a half years. The liver was much enlarged, 
weighing 3000 gm. The microscopical sections were 
characteristic of biliary cirrhosis. I was surprised 
in view of the history that there was relatively little 
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evidence of cholangitis. The other findings were 
coincidental. There were no esophageal varices. 
The spleen was considerably enlarged; it looked 
like an infectious spleen rather than that of a portal 
hypertension. Nothing else of significance was 
found. 

Dr. Jones: I assume that the original biopsy 
was taken close to the gall-bladder bed. How much 
difference is there between a biopsy from that 
location and a biopsy of the liver taken from a site 
farther away from the gall-bladder bed, in a pa- 
tient with biliary cirrhosis? 

Dr. Matiory: In cases of frank cholecystitis 
there may be localized inflammation in the adjacent 
portions of the liver. It is not a fair picture of the 
liver as a whole. I do not think there would be any 
danger of missing a generalized process such as 
biliary cirrhosis from the taking of a biopsy. The 
danger is the reverse. One might discover a local 
lesion and interpret it as a general one. 

Dr. McKittricx: What do you suppose caused 
the episodes of obstruction? Edema with ulceration? 

It is intriguing that the surgeon who operated 
found dilatation of the ampulla as you found at 
autopsy, and yet the patient still had these definite 
bouts of obstructive jaundice. There must have 
been obstruction to cause such a dilatation. 

Dr. Jones: That original finding was eight 
months before. 

Dr. Matiory: Dr. Kernohan, you have prob- 
ably seen many cases of this type at the Mayo 
Clinic. Do you want to tell us about them? 

Dr. James W. Kernonan: I have seen this 
phenomenon several times: ulceration around the 
ampulla of Vater with intermittent jaundice, and 
at autopsy a papilla or common duct widely open, 
with terminal hemorrhage. 


CASE 35472 


PRESENTATION OF CASE 


First admission. A_ sixty-two-year-old Italian 
housewife, para V, gravida VIII, was admitted to 
the hospital complaining of vaginal bleeding. 

She had been well until the age of fifty, twelve 
years before admission, when her menstrual bleeding 
became very profuse. She was given “radium to 
the uterus” at another hospital, following which 
her periods ceased. Three weeks before admission 
a slight, constant, bloody, vaginal discharge began. 

Physical examination showed an obese well de- 
veloped woman in no discomfort whose only signifi- 
cant abnormality was an orange-shaped mass in 
the left lower quadrant. Urine and blood examina- 
tions were not remarkable. Vaginal smears were 
consistent with adenocarcinoma. Intravenous pyel- 
ogram, a barium enema and a metastatic series 
were negative. At operation a nodular tumor was 
found in the left cornu of the uterus and a radical 
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total hysterectomy with bilateral salpingo-oopho- 
rectomy was performed. Pathological examination 
showed an adenocarcinoma of the fundus, Grade 
III. Following an uneventful recovery the patient 
was discharged to the tumor clinic, where she re- 
ceived 3950 r from the million-volt machine with 
good response. 

Second admission (fifteen months later). For 
the year fo!lowing discharge she was seen at regular 
intervals. No sign of recurrence was noted, and 
the patient felt well and gained 15 pounds. Two 
months before her second admission she had a two- 
day episode of dull pain in the right lower quadrant 
unassociated with other symptoms and relieved 
by a hot water bottle. She was then well until six 
days before admission, when similar right-sided 
pain recurred, unaccompanied by gastrointestinal 
or urinary symptoms. No light stools or dark urine 
was noted. She consulted her physician, who, after 
finding one degree of elevation of temperature, 
advised hospitalization although the pain abated 
spontaneously. 

Physical examination revealed a patient in no 
apparent distress. The temperature was 99.5°F. 
There was no abdominal spasm or costovertebral- 
angle tenderness. However an 8-cm., movable, 
slightly tender right-lower-quadrant mass was felt. 

e urine was normal. The hemoglobin was 12.0 
gm. per 100 cc., and the white-cell count was 8400. 
Intravenous and retrograde pyelograms showed 
displacement of the lower pole of the right kidney 
anteriorly. A barium enema disclosed incomplete 
filling of the cecum and confirmed the presence 
of an abdominal mass. 

The patient was started on Crystici'lin therapy 
in spite of which the temperature fluctuated between 
99 and 102°F., although the white-cell count 
remained normal. On the ninth hospital day an 
operation was performed. 


DirFERENTIAL D1acGnosis 
Dr. Gorvon A. Donatpson*: One would gather 


‘that this patient was the cause of considerable 


thought and study on the surgical service, where 
she remained nine days preoperatively. Inasmuch 
as the x-ray films were of such value, I think we 
ought to see them early to direct our discussion. 
I think it is of interest and of value that x-ray films 
taken fifteen months previously were reported as 
normal. 

Dr. JoserH Haneuin: I have only the films 
of the present admission. The first examination 
done was a plain film of the abdomen, which was 
followed by an intravenous pyelogram, and later 
a retrograde pyelogram. On the intravenous pyel- 
ogram it is possible to see the large mass opposite 
the right iliac crest, extending almost an equal 
distance above and below the crest. 

Dr. Donatpson: Is that the cecum? 


*Assistant surgeon, Massachusetts General Hospital. 


Dr. Haneuin: I am not certain. In a number 
of the films, although they are not described in 
the protocol, are two small calcifications in the region 
of this density. One is triangular in shape, and one 
is circular. The left kidney appears quite normal. 
The right kidney is unusually placed. The lower 
pole is swung medially and somewhat in an anterior 
direction. The ureter may be displaced slightly 
in a medial direction. The apparent displacement 
of the upper calyxes probably results from the dis- 
tortion caused by rotation of the kidney rather 
than an intrinsic renal lesion. Films of the chest 
and skull were normal. A barium enema done 
between the intravenous pyelogram and the retro- 
grade study shows deformity of the cecum. The 
cecum is elevated, and in a spot film it is seen to 
terminate abruptly. The appearance of the cecal 
deformity is suggestive more of an extrinsic mass 
with a nodular outline than of a tumor arising from 
the cecum itself. In the spot films the two small 
calcium densities are again noted. They seem to 
be in relation to the edge of the deformed cecum 
and make one wonder about the possibility that 
they are fecaliths in the appendix. 

Dr. Donatpson: I gather that the cecum does 
lie high. Also, this mass is larger than the protocol 
led me to believe, certainly larger than 8 cm. If 
this is a mass it is 20 by 20 cm., perhaps. 

Two events took place in the interval between 
the time when the x-ray studies were read as normal 
and the present x-ray films. One is the finding of 
a definite adenocarcinoma of the uterus, which 
was removed. Moreover, this adenocarcinoma was 
a palpable one preoperatively. Because of the fact 
that it was palpable and she was given x-ray treat- 
ment after removal of it I would conclude that her 
cancer was an extensive one. I think the opinion 
in the gynecologic service is that x-ray treatment 
rarely need be given after radical total hysterec- 
tomy for fundal cancer unless gross disease such as 
peritoneal implants is left behind. There is one 
other point in favor of recurrent disease, and that 
is the site of the mass seen by x-ray study. It is 
possible to have recurrence in this location from 
carcinoma of the uterus because of the distribution 
of the ovarian lymphatics. They run up in this 
direction, and tumor or cells, after reaching the 
lymph nodes, could displace the lower pole of the 
kidney anteriorly. However, in spite of these 
points in favor of recurrent cancer, I should turn 
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to the other events that took place in the interim— 
that is, the onset of definite attacks of right-lower- 
quadrant pain eight weeks before, lasting a couple 
of days, the other having occurred one week before 
and lasting approximately six days. These episodes 
were definite and caused the patient to go to a 
doctor. 

This brings us to the latter part of the history 
and leaves us with a story of pain, the finding of 
this mass on physical examination and the x-ray 
report. I think it boils down to analyzing these 
points to bring us to a diagnosis. 

In one last attempt to tie the present mass up 
with the previous operation, I wonder if this might 
have been a residual hematoma, or a foreign body 
resulting from previous operation. About a year 
ago at these conferences a case was presented*® in 
which a hysterectomy had been done, with the sub- 
sequent development of a mass requiring reopera- 
tion approximately six or eight months later. At 
that time a large cyst was found—a persistent, 
slowly organizing hematoma around the left ovarian 
pedicle. In today’s case, however, a mass had 
never been felt on numerous occasions in the Out 
Patient Department follow-up study, and I doubt 
if such a cyst was present. Another possibility is 
that this was secondary to the heavy x-ray therapy. 
Could it be that this was ileitis with abscess for- 
mation in a woman who was otherwise well and 
had gained 15 pounds in weight? I believe both 
are unlikely. I think Dr. Hanelin would agree that 
this tumor causes extrinsic pressure on the cecum 
and not within the cecum itself. We have to look 
outside the cecum. A huge lipoma at the pole of 
the cecum could give such a picture. The cecum 
and hepatic flexure are favorite sites for large- 
bowel lipomas. The mass is quite large, however. 

Of course the obvious organ in this region is 
the appendix. Could this have been a carcinoid 
of the appendix? Finally, could it have been an 
inflammatory process in the appendix itself? The 
temperature did not respond to Crysticillin therapy. 
We do not know how much Crysticillin she received, 
but it is a fact that organized pus produced by the 
flora in the colon does not respond to antibiotics, 
and one usually has to resort to surgical drainage 
of such collections of pus. I think that is a point 
that directs us toward an abscess produced by the 


*Case Records of the Massachusetts General Hospital (Case 35032), 
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colon bacillus and other cocci. The most likely 
cause for such an abscess is the appendix. The 
white-cell count was not elevated. Very often in 
retrocecal appendicitis, in elderly people particularly, 
the white-cell count is not elevated. There are 
other points in favor of a retrocecal location. The 
x-ray picture showed displacement of the cecum 
anteriorly. The pain, moreover, began in the right 
lower quadrant and gave quite bizarre subjective 
symptoms. This is the story very often found in 
retrocecal appendicitis. I think it is very unlikely 
that the kidney was behind all this trouble. I am 
left with a diagnosis of inflammation, probably 
arising in the appendix, and in all probability well 
walled off by the cecum and omentum. 

Dr. Jacop Lerman: Did the retrocecal mass 
extend high enough to distort the kidney? 

Dr. Haneun: I would think not. 

Dr. Donatpson: Appendicitis going on for two 
months might be associated with large lymph nodes 
in that region, which possibly might distort the 
kidney. 

Curnicat Diacnosis 

Appendiceal abscess. 


Dr. Donatpson’s D1aGnosis 
Appendiceal abscess. 
Anatomica. D1aGnosis 
Metastatic adenocarcinoma of appendix, with ap- 
pendiceal abscess. 
Patuo.ocicat Discussion 


Dr. Benjamin CasTLeEMAN: The surgical serv- 
ice’s preoperative diagnosis was also appendiceal 
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abscess. At operation the surgeon disclosed a large, 
firm retrocecal mass that looked like an old appen- 
diceal abscess. It was very adherent to the ileum and 
cecum, but was freed from them without entering 
either organ. In the process what was believed to 
be the stump of the appendix was removed. When 
we received the material it was in several pieces. 
One piece, obviously the tip of the appendix, about 
5 cm. in length, was surrounded with brawny in- 
flammation. The proximal piece was apparently 
opened, and it was also part of the appendix. On 
microscopical examination the tip and distal parts 
of the appendix looked just like an appendiceal 
abscess. There were acute and chronic inflamma- 
tion and fibrosis around and invading the wall of 
the appendix, which was very edematous, but the 
part adherent to the cecum, the proximal part 
that had broken off, contained in the serosa an 
area of+ adenocarcinoma, very similar to the car- 
cinoma of the uterus previously removed. The 
appendiceal abscess, about which there was no 
doubt, had therefore been produced by carcino- 
matous obstruction of the proximal portion of the 
appendix. There were some foci of calcification 
in one of the sections. 

Dr. Hanewin: Was there any explanation for 
the apparent renal displacement? 

Dr. CasttemMan: The surgeon did not mention 
it. I am sorry he is not here. In going over the old 
sections of the cancer of the fundus, it was apparent 
that the tumor was highly malignant; it had in- 
vaded the myometrium at the time of the first 
operation, and the ovaries and tubes were adherent 
to it. 


841 


842 


The New England 
Journal of Medicine 


Formerly 
The Boston Medical and Surgical Journal 
Established 1828 


Official Organ of 
Tue Massacnusetts Mepicat Society 
and 
Tue New Hampsaire Mepicat Society 


Ownep sy THE Massacnusetts Mepicat Society anp 
Pus.isHep WEEKLY UNDER THE JURISDICTION OF THE 
ComMITTEE ON PUBLICATIONS 

Richard M. Smith, M.D., Chai 


P M.D. Conrad Wesselhoeft, M.D. 
Siiver Cope, McD. 


John Fallon, M.D. 
Joseph Garland, M.D., Eprror 
Associate Epitors 
Thomas H. Lanman, M.D. 
Henry Jackson, Jr., M.D. 
Clara D. Davies, Executive Epitror 
Robert O’Leary, Assistant Epitor 


Donald Munro, M.D. 


Eprroaiat Boarp 
C. Guy Lane, M.D Maxwell Finland, M.D. 
Beary R. Viets, M.D. B. Larson, M.D, 
rt M. Green, M.D. C. Stuart Welch, M.D. 
ight O’Hara M.D. Vernon P. Williams, M.D. 
tcher H. Colby, M.D. njamin Castleman, M.D. 
rt Goodale, M.D. ugh Leavell, M.D. 
Harvey R. M.D. H. Burnett, M.D. 


Susscairtion Teams: $7.00 per year in advance, postage paid, for the 
United States (medical students, $4.00 year); Canada, per year 
$9.50 per year for all countries belonging to the 

a 


Mareaiat should be received not later than noon on Thursday, three 
weeks before date of publication. 


Tue Jounnat does not hold itself responsible for statements made by any 
tor, 


contribu 


Communications should be addressed to the New England 


pas ournal of 
Medicine, 8 Fenway, Boston 15, Massachusetts. Telephone KE 6-2094. 


REJECTED SUITOR 


Oscar R. Ewine, federal security administrator, 
appears to have misjudged the quality of his listen- 
ers in a speech made before the National Associa- 
tion of Retail Druggists on September 20. Mr. 
Ewing, apparently unmindful of the professional 
quality of the pharmacists’ services, based his 
appeal for their support of compulsory health 
insurance almost entirely on the profit motive. 

“Certainly,” he reminded them at one point in 
his address, “any major progress we make in this 
age-old struggle against sickness and disease is 
sooner or later reflected in larger receipts for your 
own cash register.” Again, in referring to the check- 
ups given last year to nearly two million children 
by public-health doctors or private physicians, 
he added, “And I don’t doubt that most of the 
mothers wound up in the local drugstore with a 
doctor’s prescription of one sort or another to be 
filled.”” And again, “‘Let me point out that the drug 
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trade flourishes in the shadow of the hospital,” 
and “If wecan double the number of hospital beds 
available — as we intend to do over the next ten 
years—the effect upon your business will be 
literally enormous.” Nor are these the only ex- 
amples of the theme song of this particular oration. 

Since the days when the apothecary was often 
the doctor and the doctor usually compounded his 
own prescriptions, up to the present, when the 
large-scale pharmaceutical manufacturer is a close 
ally in the progress of modern medicine, the repu- 
table druggist has been an unselfish partner of the 
reputable physician in the care of the sick. Working 
long hours, frequently holding himself available 
day and night for emergency service, the respon- 
sible druggist rightly considers himself as something 
much more than a tradesman. 

Subsequent to Mr. Ewing’s speech a resolution 
was passed by the Association repudiating the 
federal political health scheme. 

Mr. Ewing, in his administration of the Federal 
Security Agency, has demonstrated his capacity 
for becoming a valuable and highly regarded public 
servant. There is little doubt that he is one of 
the able men of the present administration. The 
question can be raised, however, whether he is 
serving his country to his fullest capacity while 
he is almost obsessively preoccupied with the pro- 
motion of a plan to which the country is apparently 
not receptive. 


PRIVATE SUPPORT OF SCIENTIFIC 
RESEARCH 


In THESE days of ever-expanding federal aid 
to, and participation in, scientific endeavor it is 
encouraging to consider the record of projects in 
scientific research that function entirely through 
contributions from private sources. Private phi- 
lanthropy, in recent years, has received less than 
its due share of recognition, mainly owing to the 
fact that Government aid has been extended on 
such a scale and with such publicity that more 
modest contributions, by contrast, appear to be 
of small moment. 

The achievements of investigators supported 
by grants from such sources as the Rockefeller and 
Carnegie foundations speak for themselves — even 
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when compared with work performed under the 
sponsorship of the federal Government. An example 
of the organizations that offer substantial, if little- 
publicized, aid to scientific research on a world-wide 
scale is provided by the Ella Sachs Plotz Founda- 
tion for the Advancement of Science. Of particular 
interest are the grants, made during the twenty- 
fifth year of the Foundation’s existence, to men 
working on various experiments in the United States: 
to Dr. Charles P. Lyman, of Harvard Medical 
School, for the purchase of apparatus essential to 
the continuation of metabolic studies in hiberna- 
tion; to Dr. Bernard J. Miller, of Jefferson Medical 
College of Philadelphia to defray the cost of equip- 
ment for the direct determination of blood volume 
by measurement of the dye T-1824 in the circulation 
of the ear; to Dr. Carl Neuberg, of New York Uni- 
versity, for research on inorganic and organic 
phosphates; to Dr. C. I. Reed, of the University 
of Illinois, for the purchase of x-ray apparatus for 
the study of metabolism of bone as influenced by 
various sex hormones; and to Dr. Ernst A. Scharrer, 
of the University of Colorado, for the purchase 
of amphibia for continuation of work on neuro- 
secretion. 

AJl due publicity should be given the aid offered 
by the Ella Sachs Plotz Foundation as well as the 
larger grants made in the names of the Markles, 
the Carnegies and the Rockefellers. This is not 
to deny that, at present and probably for years 
to come, federal support of scientific investigation 
will still be essential. But these sources of private aid 
should be kept in mind when the record of Govern- 
ment sponsorship is held up as evidence that ex- 
tended federal participation and other steps along 
the road to state control of scientific research should 
be provided for. So long as the philanthropic 
organizations, great and small, continue their 
contribution no state dole in the sciences appears 
necessary. 


IS SYPHILIS VANISHING? 
Unper the title of “The Vanishing Lesion,”’ Dr. 
C. Morton Smith,' twenty-nine years ago, wrote 
the following sentences: 


The disappearing of cutaneous syphilis lesions confronts 
us with a new problem. The teacher of clinical syphilis 
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must regard this changing condition with rea! apprehension. 
One no longer sees in the clinic the array of active lesions 
that were formerly available for teaching purposes. 


Today, the evidence points not only to the further 
vanishing of cutaneous lesions but also to an actual 
decrease in the incidence of syphilis itself. This 
decrease is shown most strikingly in a table, pub- 
lished in a recent number of the Journal of Venereal 
Disease Information,? that indicates the sharp de- 
cline in latent and early cases of acquired syphilis 
reported by states and territories since the year 
1941, when reporting by stage was first initiated 
by the various states. 

Over a similar period the statistics of the Army 
and the Navy have shown decreases in the discovery 
rate of syphilis. Of course the discovery rate may 
not be the incidence rate, but the United States 
Public Health Service believes that an analysis 
of the accumulated figures gives support to the 
fact that syphilis is decreasing. Theoretically, more 
cases should have been detected if they existed 
because during the last few years contact investiga- 
tion has improved, the medium of public appeal 
has been emphasized and one may assume that 
the effectiveness of case finding has improved 
rather than diminished. 

It is possible that the widespread use of penicillin 
in the treatment of gonorrhea and other diseases 
accounts to some extent for the decreased incidence 
of syphilis. It had been thought that the amount 
of penicillin used for gonorrhea would be insufficient 
to control syphilis as well, but the follow-up study 
of men discharged from the armed forces after treat- 
ment of gonorrhea by penicillin has not, thus far, 
revealed any significant amount of syphilis that 
was masked by the drug. Such cases, however, 
should still be followed for the possibility of syphilis. 

It is also possible, with the shorter schedule of 
therapy in use today, that the treatment of syphilis 
has been shifting from public clinics to the offices 
of private physicians. Whether the private physi- 
cian reports cases of syphilis as faithfully as the 
clinics do is a matter of doubt, but available evi- 
dence indicates that the decrease reported in private 
practice is comparable to that in the clinics. 

There are still many areas in the country in which 
well organized case-finding programs and reporting 
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systems have not yet been developed. Every effort 
should be made to extend the use of adequate case 
finding and reporting to the whole nation, and to 
detect all possible cases of syphilis that arise so 
that adequate treatment can be given and the late 
effects of the disease prevented. 

Although the day of the “one-shot cure” for 
syphilis has not yet arrived and it is still too early 
to be sure that a latent period is not produced by 
penicillin therapy, it is encouraging that the in- 
cidence of syphilis has shown this definite decrease 
in the last few years. 
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THE CHRISTMAS SEAL 


Tue annual sale of Christmas Seals, between 
November 21 and December 25, not only serves as 
a reminder that the money contributed in this cam- 
paign provides the entire financial support of the 
National Tuberculosis Association and its 3000 
affiliated organizations but also re-emphasizes the 
challenge offered by a disease that ranks seventh 
among the leading causes of death. Each year the 
Association asks for contributions so that its effort 
toward control and eventual suppression of tuber- 
culosis may continue. 

The facts about this disease are sobering, in spite 
of the progress that has been made. Tuberculosis 
kills nearly 1000 Americans a week — at a rate of 
1 person every eleven minutes — and remains the 
leading cause of death among persons from fifteen 
to thirty-four years of age. It causes more deaths 
than any other infectious disease or any disease due 
to a germ, being responsible for 1 out of every 30 
deaths among white people and 1 out of every 12 
among Negroes. The economic losses are also 
serious: the care of tuberculous patients in hospi- 
tals in a single state (New York) cost $23,000,000 
last year, and expenditures from public and private 
sources in the country as a whole are estimated at 
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more than $350,000,000 a year; to this figure must 
be added the cost of hospital construction, lost 
wages, lowered production and broken homes. The 
toll is even more disheartening when it is realized 
that, although the disease is both preventable and 
curable, at least 500,000 Americans have active 
tuberculosis, and only half these cases are known to 
health authorities. 

It is this quarter of a million people on whom the 
program of control must be concentrated. Thus far, 
the most important step in this direction has been 
the chest x-ray examination, by means of which the 
disease can be discovered in its early, symptomless 
stage, when it is easiest to cure. Part of the activity 
of the tuberculosis organizations consists in group 
and, in co-operation with public health agencies, 
community-wide x-ray surveys. The year-round 
campaign of the National Tuberculosis Association 
and its subsidiary groups emphasizes education and 
dissemination of correct information, case finding, 
rehabilitation and medical research—a _ sound 
program of preventive medicine. 

Tuberculosis, in the forty-five years of the Asso- 
ciation’s existence, has dropped from first to seventh 
place among the leading causes of death, the death 
rate being cut 85 per cent. This encouraging trend 
must be continued. But until control has reached 
the point where the disease no longer kills and no 
longer causes economic loss on a vast scale, the 
effort toward eradication must be supported. All 
physicians are urged to contribute generously 
through the purchase of Christmas Seals, the sym- 
bols of an excellent program of preventive medicine 
made possible by a voluntary and united response 
to the appeal of the sick and unfortunate. 


Boston Eye and Ear Infirmary. — The new 
edifice in Charles Street, is nearly ready for the 
reception of patients. It is to us a complete archi- 
tectural abortion. There is neither elegance nor 
convenience discoverable to our eyes, in its ex- 
terior. A beautiful site for a public building has, 
we think, actually been spoiled. 

Boston M. & S. J., November 21, 1849 
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DIRECTORY OF OFFICERS AND FELLOWS 


The 1949 edition of the Directory of Officers and 
Fellows of the Massachusetts Medical Society is now 
available. Fellows may receive a copy of the direc- 
tory by writing to the Secretary at the Society 
Headquarters at 8 Fenway, Boston. 

H. Qumsy Secretary 


PHYSICIANS MUST TAKE OATH 
To the Fellows of the Massachusetts Medical Society: 


The following memorandum from the Division of 
Vocational Rehabilitation of the Massachusetts 
Department of Education, dated October 28, 1949, 
is of interest to any physician who may be employed 
by the Commonwealth. 

H. Quimsy Gatuupe, Secretary 


To: Rehabilitation Division Personnel 
From: Mr. Edward D. Callahan 


Subject: Chapter 619, Acts of 1949, “An Act barring cer- 
tain people from the public service” 

The above-mentioned act becomes effective on October 28, 
1949. A copy is attached to this memorandum. The 
Attorney General has advised the Secretary of State that 
“It is my opinion that every person upon entering the 
employment of the Commonwealth or of any political 
subdivision thereof, including counties, cities, towns and 
districts, is required under the express terms of the statute, 
before entering upon the discharge of his or her duties, 
to take the prescribed oath, or affirmation, in the form 
set out in the statute and subscribe his or her name to 
it on a blank form prepared for the purpose, under the 
penaities of perjury. Under the terms of St. 1949, Chapter 
619, it will not be necessary for anyone to take the oath 
or affirmation before a justice of the peace, or other officers 
qualified to administer oaths.” 

Under present interpretation of the new law it will be 
necessary for the Division to secure the signature to the 
oath card of any individual whose services are to be used 
by the Division. This signature is to be secured before 
any authorization for service is to be sent to an individual 
and before any proposal for service is sent to Administra- 
tive Office. Physicians whose services are to be used for 
a general or specialist examination, tutors, or any other 
individual whose services are to be used should be advised 
of the requirements of the new law and signature secured. 
The signed card should be attached to the proposal sent 
from the District Office to the Administrative ce. No 

roposal for service by an individual will be approved un- 

a signed card is attached with the exception that 

if a person has signed a card which has been sent to the 
Administrative Office subsequent proposals will be ac- 
cepted without an additional signed card. It will not 
be necessary to secure signed cards from agencies such as 
schools, hospitals, or companies authorized to furnish em- 
loyment training. The act applies to the services secured 

rom an individual. When siened cards are received at 
Administrative Office they will be sent later to the Secre- 
tary of State for filing. if an individual whom you plan 


to use for service to the Division does not wish to sign a 
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card the Division cannot authorize the service. District 
a should advise me of any such refusals. 

A supply of oath cards is transmitted herewith. It is not 
necessary to 1 a y of signed card in District Office 
but I suggest a list be kept of individuals signing cards in 

er to know that a second card does not need to be 
secured, 

When a proposal is sent to Administrative Office a state- 
ment can be typed on proposal “Oath card attached.” 
This statement should carry a check mark to the right. 
If no card is needed because a signed card has earlier been 
sent a statement “Oath card previously submitted” should 
be typed and a check mark made to the right of the state- 
ment. 


Chapter 619 
Aw Act Barrinc Certain Peorre THe Pustic Service 


Chapter 264 of the General Laws is hereby amended b 
adding at the end the three following sections: — Section 13. 
No person who is a member of the communist party, or is 
a member of or supports any organization which advo- 
cates the overthrow oy force, violence or other illegal or 
unconstitutional methods, the government of the United 


States or of this commonwealth shall be employed in any 
—, by the commonwealth or any political subdivision 
thereof. 


Section 14. Every person entering the employ of the 
commonwealth or any itical subdivision thereof, be- 
fore entering upon the discharge of his duties, shall take 
and subscribe to, under the pains and penalty of perjury, 
the following oath or affirmation: — 


“I do solemnly swear (or rr that I will uphold 
and defend the Constitution of the United States of 
America and the Constitution of the Commonwealth 
of Massachusetts and that I will oppose the overthrow 
of the government of the United States of America or 
of this Commonwealth by force, violence or by any 
illegal or unconstitutional method.” 


Such oath or affirmation shall be filed by the subscriber, 
if he shall be employed by the state, with the secreta 

the commonweslth, if an employee of a county, wit 
the county commissioners, and if an employee of a city or 
town, with the city clerk or the town clerk, as the case 
may be. 

Section 15. Violation of section thirteen or fourteen shall 
be punished by a fine of not more than ten nd 
© by imprisonment for not more than one year, 
or both. 


Approved July 30, 1949. 


NOTE: — The above is applicable to “every person 
entering the employ of the Commonwealth or any political 
subdivision” hereafter. In the case of new employees 
(entering) see to it that they file such oaths before the 
city clerk or town clerk who will, no doubt, furnish the 
blank forms. 


DEATHS 


Axin — Moses Akin, M.D., of Ellenville, New York, died 
sa” a 11. He was in his sixty-second year. 

r. Akin received his degree from Tufts College Medical 
School in 1925. He was a nonresident member of the Mas- 
sachusetts Medical Society. 

His widow and a sister survive. 


Granpison — Wilfred G. Grandison, M.D., of Charles- 
town, died on November 6. He was in his seventy-fourth 
year. 

Dr. Grandison received his degree from Tufts Col 
Medical School in 1901. He was a former president of the 
Charlestown Medical Society and a fellow of the American 
Medical Association. 

His widow, a son, two daughters, three sisters and two 
brothers survive. 
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Hersurn — James J. Hepburn, M.D., of Norwood, died 
on October 26. He was in his sixty-seventh year. 

Dr. Hepburn received his degree from Harvard Medical 
School in 1909. He was formerly surgeon-in-chief of Boston 
City Hospital and was professor of surgery, emeritus, at 
Tufts College Medical School. He was a member of the New 
England Surgical Society and a fellow of the American College 
of Rocmeane and the American Medical Association. 

His widow, three sons and two sisters survive. 


Rue. — Joseph A. Ruel, M.D., of Haverhill, died on 
July 28. He was in his seventy-first year. 

Dr. Ruel received his degree from Tufts College Medical 
School in 1911. He was a member of the staff of Hale Hos- 


ital. 
His widow, a daughter and a granddaughter survive. 


Rusnrorp — Edward A. Rushford, M.D., of Salem, died 
on October 25. He was in his sixty-seventh year. 

. Rushford received his degree from Tufts College 
Medical School in 1905. He was a fellow of the American 
Medical Association. 

His widow, a son and two daughters survive. 
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Kine — Francis B. King, M.D., of Derry, died on July 10. 
He was in his forty-sixth year. 

Dr. King received his degree from Tufts College Medical 
School in 1934. He was formerly medical referee for Rock- 
ingham County and was a member of the staff of Alexander- 
Eastman Hospital in East ’ 

His widow, a daughter, a son, his mother and a brother 
survive. 


MASSACHUSETTS DEPARTMENT OF 
PUBLIC HEALTH 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS 
The December schedule for Consultation Clinics for 


Crippled Children in Massachusetts under the provisions of 
the Social Security Act follows: 


OrtHnopepic Date Curnic CONSULTANT 
Cuinics 
Lowell December 2 Albert H. Brewster 
Salem December 5 Paul W. Hugenberger 
Haverhill December 7 William T. Green 
Brockton December 8 George W. Van Gorder 
Greenfield December 12 Charles L. Sturdevant 
Gardner December 1 Carter R. Rowe 
Worcester December 16 — W. O'Meara 
Fall River December 19 avid S. Grice 
Springfield December 20 Garry deN. Hough, Jr. 
Pittsfield December 21 Frank A. Slowick 
Hyannis December 22 Paul L. Norton 


Ruevumatic Fever Cuinics 


North Reading December 6, 13, 20, 27 
Fitchburg December 7, 14, 21, 28 

Physicians referring new patients to clinics should get in 
touch with the district health officer to make appointments. 
Patients are seen by appointment only. 


Datts 


MISCELLANY 


INSTITUTE FOR SPEECH CORRECTION 


Under the will of a Springfield physician, the Institute for 
Speech Correction is now receiving the perpetual income from 


a substantial legacy. All income from this fund is awarded 
in the form of tuition scholarships to pay that portion of a 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Nov. 24, 1949 


student’s tuition which he himself is unable to finance. Full 


scholarships are awarded to many worthy students. Thus 
far there have been ample scholarships to provide for all who 
need them. 

Scholerships are now available for stutterers, lispers, deaf 
persons and persons of any age who are handicap with 
other speech and voice disorders, upon recommendation of 
their family physicians. 

The Institute is a nonprofit, educational corporation. 
Several eminent physicians and educators serve without re- 
muneration on its board of trustees. 


AMERICAN CANCER SOCIETY 


To the Editor: The editorial entitled “First Things First,” 
which appeared in the October 13 issue of the Journal, makes 
a plea for a united fund-raising drive for all national health 
organizations to take the place of the separate campaigns 
of the March of Dimes, American Red Cross, American 
Cancer Society and so forth. The editorial states, ““No more 
than two drives should be tolerated by the people in any one 
community.” (This refers to one joint drive for local chari- 
ties and another joint drive for the national organizations.) 
The American Cancer Society is convinced that any such 
joint drive would be harmful to the ple of the country 
and, this summer, has made the following statement explain- 
ing why it believes as it does. 


The American Cancer Society is much more than a 
charity. The most fundamental reason why anybody 
should give money to the American Cancer Society, or 
work for it as a volunteer, is not to help somebody else — 
but to contribute to the future security of his family and 
himself. 

The most important and extensive work of the American 
Cancer Society concerns research and education. These 
activities benefit rich and poor without distinction. 

The greatest single reason why the American Cancer 
Society cannot agree to attempt raising the funds it 
needs through the federated plan is that to do so is unfair 
to the giver, and would probably increase the number 
of cancer deaths forthwith! Here is why: the Society’s 
fund-raising effort takes place during the month of April, 
which has been designated by Congress as Cancer Control 
Month. Volunteer workers for the Society use the occa- 
sion of calling on people to secure contributions also to in- 
struct and educate the givers on what to do about cancer, 
how to detect it in its early stages. The April cancer drive 
is a huge educational effort as well as a big job of fund- 
raising. The education of people to “see your doctor in 
time,” to “watch for cancer’s danger signals” — with detailed 
descriptions of what these signals are —is undoubtedly 
the most effective single weapon available to the American 
Cancer Society for saving lives now. This is how people 
are saved from the ravages of cancer today. 

mupectenee has shown it is vitally important to carry 
out the fund-raising and the educational efforts together. 
When a person gives his money to fight against cancer, 
he feels he has a stake in the whole thing. He becomes 
more vigilant about his family and himself. It would be 
a needlessly dangerous experiment to try to separate the 
educational and fund-raising efforts in the war against 
cancer. Of course, educational work is carried on by the 
Society at all times during the year but the great push is 
during the fund-raising drive — when the Society’s more 
than one million volunteers take to the field. 

To suspend this nationwide life-saving crusade, and in- 
stead to be pipe-lined funds effortlessly and by remote 
control — through federated drives — is totally unthink- 
ow A. anyone who knows anything about the cancer 
problem. 


Cuar.es C. Lunn, M.D., President 


American Cancer Society 
(Massachusetts Division), Inc. 
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CONTROL OF LIPOATROPHY 


To the Editor: 1 read with great interest the paper 
“Lipoatrophy Following the Injection of Insulin” by W. S. 
Collens and associates in the October 20 issue of the Journal. 

ese authors suggested a method of control of insulin fat 
atrophy by a simple procedure of repeated insulin injections 
into the depressed areas. In the interest of diabetic patients 
I believe that this suggestion should be accompanied with a 
warning that very often these areas of atrophy become un- 
suited for og because of fibrosis, with concomitant lack 
of expansibility. This causes the necessity of increasing the 
pressure on the plunger of the syringe to force the insulin 
into the resistant tissues. Mishaps, such as spillage when the 
needle slips off the syringe, and even breakage of the syringe 
frequently occur. Moreover, the absorption time of the in- 
sulin from the atrophied area is uncertain. These factors 
occasionally increase the difficulties of good control in the 


labile diabetic patient. 
James C. Brupno, M.D. 
Quincy, Massachusetts 


BOOK REVIEW 


Das lange Becken. Geburtshilfliche Studie diber das Assimila- 
tionsbecken. By Prof. Dr. Heinz Kirchhoff, physician-in-chief 
of the Municipal Women’s Clinic, Libeck. 8°, cloth, 
144 pp., with 111 illustrations. Stuttgart: Georg Thieme, 
1949. by Grune and Stratton, Incorporated, New 
York. $6.00. 

The studies on which this monograph is based were 4 
at Kiel and Leipzig before the war and were completed in 
1947 at the Women’s Clinic in Liibeck. The author describes 
as an anatomic and clinical entity a developmental disturb- 
ance, the assimilation Sy noted nearly half a century 
a by. Breus and Kolisko, but not hitherto recognized as of 
obstetric importance. 

The assimilation pelvis, of which Kirchhoff describes three 
rincipal types, arises from variations in the transitional verte- 
ras between the lumbar and sacral regions, and is charac- 

terized by the presence of six lumbar vertebras, by sacraliza- 
tion of the last lumbar vertebra and usually by the existence 
of five pairs of anterior and posterior sacral foramens. The 
result produces what has been called the canal pelvis, which 
Kirchhoff terms the long pelvis, because the length of the birth 
canal is actually greater than the internal conjugate diameter 
— it is longer than it is deep, or broad anteroposteriorly. It is 
not the same as the flat rachitic pelvis, with which it may be 
combined. 

The assimilation pelvis Kirchhoff has found by x-ray 
examination to be much commoner than is ordinarily sup- 
posed. He believes it to be a frequent cause of dystocia and 
prolonged labor because it interferes with the normal mechan- 
ics of labor by preventing the cagngement and descent of the 
head. It therefore becomes an obstetric problem of profound 
importance, and its recognition before labor is essential and 
imperative. 

e book has 111 illustrations by Ingrid Schaumburg, and 
a bibliography of forty titles. 


The of the following books is acknowledged, 
and thie listing must be as a sufficient return 
for the courtesy of the sender. Books that appear to be 
of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


Campbell’s Operative Orthopedics. Editor, J. S. Speed, M.D.; 
— en Hugh Staith M.D. In two volumes. 4°, 
cloth. Vol. I, 879 pp., with 573 illustrations. Vol. II, 849 pp., 
with 566 illustrations. St. Louis: C. V. Mosby Company, 
1949. $30.00. 

This new edition of a standard treatise is the joint work 
of eleven specialists. The first edition was published in 1939 
and reprinted in 1942. Dr. W. C. Campbell died in 1941. 
The text has been revised, and chapters on preoperative and 
postoperative care, peripheral-nerve injuries and amputations 
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have been added and new sections have been written on 
arthroplasty, ruptured intervertebral disks and on 
difficult and unusual nonunions. The illustrations also have 
been revised by the elimination of a third of the original draw- 
ings, which have been replaced by twice their number. The 
whole field of modern orthopedics has been covered, and 
e material is well arrang Lists of selected references 
are appended to the various chapters, and there are author 
and subject indexes for each volume. The publishing is ex- 
cellent. The set is recommended for all medical libraries 
and orthopedists and surgeons interested in surgery of the 
bones, joints, muscles and tendons. 


The Pharmacologic Principles of Medical Practice: A textbook 
on pharmacology and therapeutics for medical students, physi- 
cians, and the members of the professions allied to medicine. By 
— C. Krantz, Jr., po of pharmacology, School of 

edicine, University of Maryland, and secretary of the gen- 
eral committee of revision of the United States Pharma- 
copocia; and C. Jelleff Carr, associate professor of pharma- 
cology, School of Medicine, University of Maryland, and 
auxiliary members of the revision committee of the Uni 
States Pharmacopoei , cloth, 980 pp., with 94 illustrations. 
Baltimore: Williams and Wilkins Company, 1949. $10.00. 

This new textbook is intended for the medical student and 
the practicing physician. The main portion of the text is 
arranged according to the systems of the body. The first part 
is devoted to history, principles and an introduction to dr 
The second discusses the antiinfective drugs, incleding the 
antibiotics. An appendix concerns the discovery and evalua- 
tion of new drugs. Lists of selected references are appended 
to the various chapters. A comprehensive index concludes 
the volume. The text on twenty-three subjects was referred 
to competent authorities for review and criticism before the 
final manuscript was prepared. The book, therefore, in a way 
is a composite effort of a number of specialists. The material 
is well arranged, and the publishing is excellent in every way. 
It is recommended for all medical libraries and to all persons 
interested in clinical pharmacology, and should merit a wide 
distribution. 


Atlas of Neuropathology. By Wm. Blackwood, M.B., 
F.R.C.S.E., assistant pathologist, the National ante 
een Square, London; T. C. $, -M.L.T., F.1.B.P., 
.R.P.S., laboratory supervisor, Department of Pathol y, 
University of Edinburgh, and lecturer to the Society of Ra- 
diographers (Fellowship Course) Scottish Branch; and J. C. 
Sommerville, A.I.M.L.T., senior technician, Department of 
Neuropathology, University of Edinburgh and Scottish Mental 
Hospitals’ Laboratory. With a foreword Professor 
Murray Drennan, M.D., F.R.C.P.E., F.R.S.E., professor of 
athology, University of Edinburgh. 8°, cloth, 1 p., with 

2 illustrations. Baltimore: Williams and Wilkins Company, 
1949. $9.00. 

This atlas presents in one small volume a large number of 
illustrations in monochrome and color of the pathologic condi- 
tions most often met with in neuropathology. The illustra- 
tions have been made from slides and apne, and the 
volume is intended for clinicians and pathologists beginuing 
the study of the subject. The work is based on the demonstra- 
tions given in the laboratory of the Scottish mental hospitals 
and in the University of Edinburgh over a period of years. 
The material is divided into ten parts, the first of which 
illustrates the various cells and the reaction of the neurone to 

isease. The succeeding parts portray vascular disease, 
organismal infection, demyelinating disease of unknown 
etiology, intoxications and deficiencies, degenerations, 
mechanical trauma, hydrocephalus and displacements, tumors 
and errors in development. The text is confined to ——- 
tions of the conditions illustrated. There is a good index. The 

lates are excellent, and the printing, which was done in 
reat Britain, is very = The atlas should be in the refer- 
ence collections of the medical libraries and available to 


arge 
neurologists and pathologists. 


The E pide tol Hemolytic Streptococcus during World 


War II in the Un avy. By Alvin F. Coburn, M.D., 
The Rheumatic Fever Research Institute, Northwestern 
University Medical School; and Donald C. Young, M.D., 

ical director, Communicable Disease ice, Herman 
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Kiefer 


ital. 8°, cloth, 229 pp., with illustrations and 
by Baltimore: Williams i 


a kins Company, 1949. 
This monograph constitutes a study of streptococcal dis- 
eases as they occurred in the four years of World War II, 
among more than 3,000,000 young Americans. It is a com- 
hensive study and supplies quantitative data on contam- 
nation by hemolytic streptococcus. There is a bibliography 
of seventy-three titles and a good index. e volume is 
well published. It is the type of book that should be in all 
medical libraries. 
Early Recognition of Disease. Edited by Sir Heneage Ogilvie, 
K.BE., DM., F.R.C.S.; and William A. R. Thomas, 
M.D. 8°, cloth, 134 pp. London: Eyre and Spottiswoode 
—- Ltd., 1949. 10s. 6d. net. (The Practitioner Hand- 

This monograph forms one of the English Practitioner 
Handbooks. It is a composite work by a group of fourteen 
specialists and covers the field of internal medicine, the eye, 
orthopedics, arthritis, cancer, mental disorders, neu i 
diseascs, complications of pregnancy and pediatrics. It is in- 
tended as a read ide for the general practitioner. There is 
a good index a small volume is well published. 


Some Common qo Manifestations. By J. Barrie 

Murray, M.A., M.D. (Cantab.), M.R.C.P., diagnostic physi- 

cian, Tavistock Clinic, honorary physician, Bolingbroke 

ital, and honorary physician, The argaret Street Hos- 

tal for Diseases of the Chest, London. 12 gparer 101 pp. 
ndon: Oxford University Press, 1949. $2.50. 


In this small book the author discusses the effort syadrome 
i 


and its symptoms, physical signs and differential diagnosis. 

ere are a rt chapters on the “low-back syndrome” 
and on treatment of psychosomatic disorders. ere is a 
short bibliography and an index. The book is well published. 


Manual of the International Statistical Classification of Diseases, 
Injuries, and Causes of Death. Sixth revision of the Inter- 
national Lists of Diseases and Causes of Death. Adopted 1948. 
Volume I. 8°, paper, 376 pp. Geneva, Switzerland: World 
Health Organization, 1948. 

This sixth edition of a standard classification succeeds 
the International Lists of Causes of Death, the title of the 
fifth edition. It differs appreciably in its scope and arrange- 
ments from previous editions. It provides a single list a 

licable to both morbidity and mortality statistics; it 4 

nes the content of the individual categories of the classi- 
fication with as much international uniformity as possible 
considering the differences in languages and terminology; 
it represents for the first time international agreement on a 
uniform m of selecting the main cause to be tabulated, 
if more than one cause is stated on the death certificate; 
and the manual includes international rules to assist the 
compiler of morbidity and mortality statistics in the ap- 
plication of the classification. In the introduction the history 
of attempts to classify diseases from the time of Sauvages 
(1706-17 to the present is given. The manual is well 
published and should be in all medical libraries. 


NOTICES 


ANNOUNCEMENTS 


Dr. John J. Byrne announces the opening of an office at 520 
onmas Avenue, Boston, for the practice of surgery. 


Dr. John A. Conroy announces the removal of his office 
to 684 Commonwealth Avenue, Newton Centre. 


Dr. Ward I. G announces the removal of his office to 
1269 Beacon Street, Brookline. 

WOMAN’S AUXILIARY TO SUFFOLK DISTRICT 

MEDICAL SOCIETY 

y of the Woman’s Auxiliary to Suffolk District 
Medical Society will be held in Sprague Hall, Boston Medical 
Library, 8 Fenway, ton, on Thursday, mber 1, at 
2: -m. The speaker will be Mrs. Charles E. Ay of 
Worcester, president of the Woman’s Auxiliary to the Nas- 
sachusetts Medical Society. 


A meeti 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Nov. 24, 1949 


LECTURES ON MORALS AND MEDICAL CARE 
The last two of a series of four lectures on morals and 
medical care, sponsored by the Workers of the Common Life, 
will be delivered by Joseph F. Fletcher at St. John’s Church, 
Roxbury Crossing, at 8 p.m., on the following dates: 
Tuesday, November 29. The ny to Control Parenthood. 
Tuesday, December 6. The Right to Die. 


Admission is free. 


NEW ENGLAND CARDIOVASCULAR SOCIETY 
A meeting of the New England Cardiovascular Society 
will be held at the Peter Bent Brigham Hospital, Boston, on 
Monday, December 5, at 8:15 p.m., Dr. Samuel A. Levine 
presiding. 
Procram 
Some Electrocardiographic Observations in Potassium In- 
toxication. Drs. Harold D. Levine, John P. Merrill, 
Walter Somerville and Stephen Smith, III. 
Heart-Muscle Metabolism in Cardiac Failure Studied by 
Coronary Venous Catheterization in Man. Drs. Walter 
T. Goodale. Robert E. Olson, Donald B. Hackel and 
Lewis Dexter and Miss Florence W. Haynes. 
Circulatory Dynamics in Constrictive Pericarditis. Drs. 
C. Glenn Sawyer, Richard Gorlin, James W. Dow, 
Eugene C. Eppinger and C. Sidney Burwell. 
Salt Excretion during Water Diuresis. Dr. William B. 


schwartz. 

Further Observations on the Surgical Treatment of Coarc- 
tation of the Aorta. Dr. Robert E. Gross. 

Paroxysmal Ventricular Tachycardia: A study of 107 cases. 
Drs. Samuel A. Levine and Charles A. Armbrust, Jr. 


NEW ENGLAND PEDIATRIC SOCIETY 
A ae of the New England Pediatric Society will be 
held on Wednesday, December 7. 


pa with ACTH 
ater of Building 


Dinner at Longwood Towers (price, $3.25). 
Cy Aspects of Rheumatic Disease. 
. Ludwig. 


SOCIETY MEETINGS AND CONFERENCES 


Octoser 3-May 19, Massachusetts Department of Mental Health. 
Rocgrecgate Seminar in Neurology and Psychiatry. Page 286, issue of 
ugust 


Novemser 29. Lecture on Morals and Medical Care. Notice above. 

Novemper 30. New England Conferences on Allergy and Related 
Subjects. Page 798, issue of November 17. 

Decemper 1. Woman's Auxiliary to Suffolk District Medical Society. 
Notice above. - 


Decemser 1 amp 2. American Institute of Architects. Page 630, issue 
of October 20. 


Decemser 2. The Present Investigation of Cortisone and ACTH. 
Dr. Chester S. Keefer. Boston Dispensary Clinical Staff. Auditorium, 
Joseph H,. Pratt Diagnostic Hospital. 

De 3-8. Ameri Academy of Dermatology and S$ lology. 
Page 762, issue of November 

Decemper 5. New England Cardiovascular Society. Notice above. 
— $-10. Symposium on Inhalational Therapy. Page xv, issue 


Decemazn 6. Lecture on Morals and Medical Care. Notice above. 

Decemsean 7. New England Pediatric Society. Notice above. 

Decemser 8. Evaluation of the Treatments of Arthritis. Dr. Walter 
Bauer, Pentucket Association of Physicians. 8:30 p.m., Haverhill. 


De 13. New E d ij A i i P 
13. New ngland Society of Anesthesiologists. Page 798, 


Desquecs 15. 94th Infantry Division Lecture. Page 798, issue of 
m 


emper 28 anv 29. American Association for the Advancement 
of Page 350, issue of September 1. 


(Notices concluded on page xvii) 


= 
11:00 a.m.-12:00 m. Clinical Session by Dr. Charles A. 
qenower and staff. Amphitheater, Peter Bent Brigham 
ospital. 
12:00 m.-1:00 p.m. Conference. Amphi- 
theater, Peter Bent Brigham Hospital. 
2:30-4:30 p. > 
Amphithe 
4:45 p.m. Open discussion by members of the Massachusetts 
Chapter of the American Academy of Pediatrics con- 
cerning the findings of the recently published Academy 
study. (Members of the society are cordially invited.) 
5:30 p.m. Refreshments at Longwood Towers. 
6:30 p.m. 
7:30 p.m. 
Dr. Alfred 


